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what does 


high ABA 
> High serum levels of antibacterial activity mean fewer treat- 
tf eail to you See ment failures in severe infections or in infections only mar- 
 ginally sensitive to penicillin. In other words, high ‘““ABA” 
means... 


consists ntl) dependabli clini al re sults 


V-CILLIN 


(penicillin V potassium, Lilly) 


produces greater antibacterial activity in the serum against 
the common pathogens than any other available oral 
penicillin. 

Now at lower cost to your patient 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK i 
e 
FORMULA: Each 15 cc. (tablespoon) contains: wid 


Sulfaguanidine U.S.P.... 2Gm. 


225 mg. EFFECTIVE ANTIDIARRHEAL 


Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from . 
four to six times daily, or 1 or 2 tea- SADORAVORTES 
spoons after each loose bowel move- 
. New York 18, N. Y. 
ment; reduce dosage as diarrhea 


subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 


Exempt Narcotic. Available on Prescription Only. 
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February, 1961 ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
park of longleaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and 
Southern Pines. This section is unexcelled for its healthful climate. 

Aue facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 
Malcolm D. Kemp, M.D. Medical Director 


RITTER... the finest for the Profession! 


Just a FEW of the Outstanding Features THE RITTER UNIVERSAL TABLE enables 
you to treat more patients more thoroughly, 

with less effort in less time. Here is the ulti- 

erineal cut-out and stainless irri 

band mate in examining table flexibility . . easy 

Combination proctologic kneerest, footrest to position . . . more comfortable for patients. 

and table extension. 

Maximum Trendelenburg 42°, Maximum 

Reverse Trendelenburg 15°. 

Full 18” elevation from low of 26/2” to high 

of 4412”. 

Effortless hand wheel tilt. 

Motor base has foot pedal elevating and lowering 

controls accessible from either side of table. 

Silver metallic finish. 

Base permits 180° table rotation; foot lever 

rotation lock. 

Stationary base plate, black enamel finish. 


Authorized agents for, RITTER, LIEBEL-FLARSHEIM and CASTLE 


WINCHESTER 


“CARC INAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Company Winchester - Ritch Surgical Company 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. N 
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NEW UNEXCELLED TASTE 32 


*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatabie lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER . 


JONES and VAUGHAN, Inc. ricumono ze, va. 


ae Be 


Only a single prescription provides: 


R - symptomatic relief of aches, pains, 
fever, coryza and rhinorrhea associated 
with upper respiratory infections 


- efféctive antibiotic action against 
seco..dary infections caused 
by tetracycline-sensitive pathogens 


Each 
TETREX-APC with BRISTAMIN 
Capsule contains: 


ANTIBIOTIC 

TETREX (tetracycline phosphate complex 

equivalent to tetracycline HC1).............ccceseereeee- 125 mg. 
ANALGESIC — ANTIPYRETIC 

150 mg. 

Phenacetin............. 120 mg. 

Caffeine ........... 30 mg. 
ANTIHISTAMINIC 

BRISTAMIN (phenyltoloxamine citrate )................ 25 mg. 
Dosage: Adults: 2 capsules 3 or 4 times a day for 3 to 5 

days. 


Children: 6 to 12 yrs.: One-half the adult dose. 
Supplied: Bottles of 24 and 100 capsules. 


According to a report by the Council on Drugs 
of the American Medical Association,” 
antibiotics may be administered for prophylaxis 
against secondary bacterial invaders in the 
following types of patients with influenza: 
pregnant women; debilitated infants; 

older individuals; patients being treated for other 
bacterial infections with chemotherapeutic 
agents, and patients with chronic, nonallergic 
respiratory disease. 


*Council on Drugs, J.A.M.A. 165:58 (Sept. 7) 1957. 


BRISTOL LABORATORIES 
Div. of Bristol-Myers Co. 


SYRACUSE, NEW YORK 


BRISTOL 


-when you Si t 
ae 
7X | 
CF 
| 
> | 
i 
Bristamin® 
ie. | 
—— 
; a 
3 
3 


How 

do 
Filmtab 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets” be- _ 
low, the tablets were all the same. Now, consider the differences. r : ‘ 


The column on the left contains 125 Optilets with a con- 


ventional sugar coating. 
The column on the right—125 Optilets with a Filmtab i 
coating. 
How do they stack up? 
Well it’s easy to see that the column on the right is much _ 2 
shorter. That’s because the Filmtab coating cuts tablet bulk > — 4 
up to 30%. The result is a small, streamlined vi.amin that’s a 
easy to swallow—the most compact tablet of its kind. <a * 
And when it comes to protecting potency (the main function >. na 
of a coating), the Filmtab is in a class by itself. Sugar coatings, J a 


by their very nature, are aqueous solutions. Yet every measure , 
must be taken to keep moisture out of the vital tablet core, . Ye | 
necessitating “‘seal” coats which also increase bulk. The Filmtab 


operation, on the other hand, is essentially an anhydrous u , ; 
procedure. Seal coats are neither used nor needed. The chances —- . 7 
of moisture being trapped inside the tablet are infinitesimal. wae 

No chipping or breaking, no vitamin tastes al 
or odors, no wasted vitamins—thanks to the 
Filmtab coating. i 
Only the Abbott Filmtab offers so much in ABBOTT a 
so little. j ‘ 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 101031A 
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Abbott 
Vitamins 
Stay 

On the 
Table 


MAINTENANCE FORMULAS 


DAYTEENS"™ To help insure optiomal nutrition 
in growing teenagers 
Each Filmtab® represents: 


(1000 units) 25 mcg. 
Thiamine Mononitrate (B1)................ 2 mg. 
Pyridoxine Hydrochloride................ 0.5 mg. 
Cobalamin (Vitamin By2)............ 2 mcg 
Calcium Pantothenate..................... 5 mg. 
10 mg. 
Copper (as sulfate).................... 0.15 mg. 
lodine (as calcium iodate).............. 0.1 mg 
Manganese (as sulfate)................ 0.05 mg 
Magnesium (as oxide)................. 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 
Phosphorus (as calcium phosphate).... 193 mg. 


In table bottles of 100, bottles of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally ‘‘run-down" 


Each Filmtab® represents: 


(ere 3 mg. (10,000 units) 
25 mcg. (1000 units) 
Thiamine Mononitrate.................... 5mg. 
ees 25 mg. 
Pyridoxine Hydrochloride................. 2 mo. 


Cobalamin (Vitamin Bi2).... 
Calcium 5 mg. 

In table bottles of 100, bottles of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


1 mg 
lodine (as calcium iodaté)............. 0.15 mg. 
Manganese (as sulfate).................... 1 mg 
Magnesium (as 5 mg. 


Molybdenum (as sodium molybdate). ... 0.2 mg. 


In table bottles of 100 & 250, bottles of 1000 


...in attractive dailv-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 


severe deficiencies—iliness, infection, etc. 
Each Filmtab® represents: 


7.5 mg.(25,000 units) 
25 mcg. (1000 units) 
Thiamine Hydrochloride................. 10 mg. 
Pyridoxine Hydrochloride................. 5 mg. 
Cobalamin (Vitamin Biz) 6 meg. 
Calcium Pantothenate............. 20 mg. 


In table bottles of 30 & 100, bottles of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


10 mg. 
1 ma. 
Jodine (as calcium iodate)............. 0.15 mg. 
Manganese (as ima. 
Magnesium (AS 5 mg. 
Zinc (as sulfate)........ 1.5 mg. 
Molybdenum (as sodium molybdate).... 0.2 mg 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, siress, post-surgery. 
Each Filmtab® represents: 


Thiamine Mononitrate..................... 6 mg. 
Pyridoxine Hydrochloride. ............. 2.5 mg. 
Cobalamin (Vitamin 2 mcg. 
Calcium Pantothenate................... 10mg. 
Desiccated Liver, N.F................... 150mg 
Liver Fraction 2, 150 mg. 
Brewer's Yeast Dried................... 150 mg. 


In table bottles of 60, bottles of 100, 500 & 1000 


assoTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


SriLMTAB— FILM-SEALED TABLETS, ABBOTT 
©1960, ABBOTT LABORATORIES 1010318 
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The. ette that made the Filter Famous! 


Z 

Y 

Y 

—- CIGARETTES 
y 

Y, 

Y 


ren 


“KING SIZE — 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And.no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste... makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 

© 1961 P. LORILLARD CO. 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLAROD RESEARCH 
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True §-U-8-FAIN-E-D Action 
in Steroid Therapy 


Only 


2 Pelsules 
Daily 


Maintenance Dose 


# Better therapeutic response 
™ Reduced daily dosage 
m Fewer side effects 


= Greater safety, convenience 
and economy 


benefits of steroid 


e enhanced by sustained release 


PREDLON PELSULES. 
ES: Rheumatoid arthritis, 


other conditions where the 


prednisolone 


WINSTON. SALEM, 1, NORTH CAROLINA 
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usual 
act only here 


NEW 


isoclor 


acts here 


to relieve both nasal 


and chest discomfort 


me 


NEW 


TABLETS AND SYRUP 


upper respiratory congestion 


relieves both bronchial congestion = 


eetfectiwe because d-isoephedrine combines both nasal 
" and bronchial decongestant actions'—together with the histamine blocking : i 
action of chlorpheniramine. 


e fast... clears air passages in 10-20 minutes. Relieves stuffiness, 


. swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 
: esate... Laboratory studies reveal little effect on CNS or pressor 4 y 
stimulation.2 Minimal daytime drowsiness or interference with sleep. 
Re 1, Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 
TABLETS AND SYRUP for adults and children . .. 
i COMPOSITION: Per tablet Per 5 mi. syrup ; PL 
Chlorpheniramine maleate............. 4 mg. 2 mg. CH AS C. H AS KELL 
2 d-lsoephedrine 25 mg. 12.5 mg. 
DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: & Company ; 


3-6 yrs. % tsp. tid.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. tid. . we 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Richmond, Virginia 


J 
— 
ies) 
: 
| 
ws 


over five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


l simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


LO 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEpROTABS* — 400 mg. unmarked, coated tablets; and 

as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


\ LABORATORIES / Cranbury, N. J. 


cm-2537 
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...for the tense and nervous patient 


Despite the introduction in recent years of ‘‘new and different’’ tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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stops tension 


Fer neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces iever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- caffeine: a safe, mild stimulant for elevation of 


ferent analgesic combination that contains three mood. As a result, the patient gets more complete 
drugs. First, Soma: a new type of analgesic that relief than he does with other analgesics. 

has proved to be highly effective in relieving Soma Compound is nonnarcotic and nonad- 
both pain and tension.’ Second, phenacetin: dicting. It reduces pain perception without im- 


a “standard” analgesic and antipyretic. Third, pairing the natural defense reflexes.* 


NEW NONNARCOTIC ANALGESIC 


Composition: Soma (carisoprodol), 200 mg.; 


® 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (ompound : codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 14 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires 2 grain. 


Composition: Same as Soma Compound plus % grain codeine phosphate. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


« WALLACE LABORATORIES © Cranbury, N. J. 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. William D. Keck, M.D. 
Clinical Director Edward W. Gamble, III, M.D. 

James K. Morrow, M.D. J. William Giesen, M.D. 
Silas R. Beatty, M.D. Internist (Consultant) 

Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph.D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 

David M. Wayne, M.D. W. E. Wilkinson, M.D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 

Charleston Mental Health Center Norton Mental Health Clinic 

1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 

B. B. Young, M.D. Pierce D. Nelson, M.D. 

Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 


COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny!l Estradiol 0.01 Methyl 50 mg. I-Lysine Monohydrochloride 25 mg. Vitamin Vitamin 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. * Vitamin (Tocopherol Acid Succinate) 10 Int. Units * Rutin 12.5 mg. « 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 500 U. Units « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. © lodine 
‘tamin B,, with AUTRINIC® Intrinsic Factor 1/15 = (as KI) 0.1 mg. Calcium (as CaHPO,) 35 mg. Phosphorus (as 
J.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. Ribo- 27 mg. Fluorine (as CaF,) 0.1 mg. Copper (as 
flavin (B,) 5 mg. © Niacinamide 15 mg. © Pyridoxine HCI (B,) mg. © Potassium (as K,S0,) 5 mg. ° anganese (as MnO, 
0.5 mg. Calcium Pantothenate 5 mg. Choline Bitartrate mg. Zinc (as ZnO) 0.5 Magnesium 1 mg. * Boron 
25 mg. « Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate (as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ap 
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Sun. Mon. Tue. Wed. Thur. Fri, Sat. 4 


Dosage: 2 Tablets 8.1.0. (AM. & P.M.) 


only 


treats the whole syndrome 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 
The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 
neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension, 
Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. : 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY « Chattanooga 9, Tennessee 
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WHEN ORAL PENICILLIN THERAPY 
1S INDICATED.... 


K-CILLIN 


K-CILLIN-500 
TABLETS 


Composition: Compressed tablets of Penicillin G 
Potassium, buffered with Calcium Carbonate. Each 
tablet contains 500,000 units of crystalline Peni- 
cillin G Potassium. 


Uses: In mild or moderately severe Gram-positive 
infections and especially penicillin-resistant sta- 
phylococcic infections. Usually well tolerated with 
few if any side effects. 


Dosage: One tablet every four to six hours. 
000 


Caution: Federal law prohibits dispensing without 

prescription. 

Supplied: Bottles of 100 and 1000. 

: Also Available K-CILLIN 250 — As above except 
each tablet contains 250,000 units crystalline 


with 


Penicillin G Potassium. 


References: Drugs of Choice: W. Modell, M.D., 
1959; Pg. 131, 132. 


K-CILLIN-500 
for SYRUP 


Composition: Crystalline Penicillin G Potassium 
powder, buffered with Sodium Citrate. When dis- 
pensed, add 39 cc. water. Resulting red solution 
will contain 500,000 units Penicillin G Potassium 
in each teaspoonful (5cc.). Solution will keep one 
week under refrigeration. Dry powder dated. 


Dosage: One teaspoonful every six hours. NOT 
FOR INJECTION. Caution: Federal law prohibits 
dispensing without prescription. 


Supplied: 60 cc. Bottles. 


References: Drugs, Their Nature, Action and Use; 
H. Beckman, M.D., 1958; Pg. 502, 504, 505. 


LITERATURE and CATALOG 
ON REQUEST 


Mayrand, ING. 
1042 WESTSIDE DRIVE 


PHARMACEUTICALS 
GREENSBORO, N. C. 
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pHENAPHEN 


(Basic formula) 


sedative-enhanced analgesia 


To each ‘‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 


tions, in four strengths for individualized prescription. 
Pane PHENAPHEN No. 2 


DUENAPHEN tres 


~PHENAPHEN No. 3 


PHENAPHEN with Codeine gr. p H N A H N° wits D E N 
PHENAPHEN No. 4 C Ol er, E 


PHENAPHEN With Codeine .................ccc00000- 1 gr. A. H. ROBINS CoO., INC., Richmond 20, Virginia 
SUPPLY: Bottles of 100 and 500 capsules. Making today’s medicines with integrity ... seeking tomorrow's with persistence 


In each capsule: Phenacetin (3 g -) 194.0 mg.; 
acetylsalicylic acid (244 gr.) 162.0 mg.; hyos- 


le 
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5 
y 


obitussin 


The real beauty of Robitussin is seen in the relief it brings to cough, By increasing 
the tracheal flow of respiratory tract fluid, Robitussin’s glyceryl guaiacolate turns useless 
cough into productive cough. Efficient yet gentle, Robitussin helps the cough rid itself 
of the very irritants that cause it. And in more than a decade of use it has preved unques- 
tionably safe, as well as consistently acceptable, to patients of all ages. Robitussin® is 
glyceryl guaiacolate, 100 mg. per 5 cc. dose; Robitussin® A-C adds prophenpyridamine 
maleate 7.5 mg., and codeine phosphate 10.0 mg. per 5 cc. doseexempt narcotic). 


A. H. Robins Company, Inc., Richmond 90, Virginia 
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Beckman — 
The Nature, Action and Use of Drugs 


New (2nd) Edition! The physician in practice 
who wants completely up-to-date coverage of drug 
therapy will find this volume tailor-made to his 
needs. It represents a thorough, sweeping revision 
of a popular textbook. The latest advances in phar- 
macology —tranquilizers, antibiotics, chlorothtazide 
analogues, etc.—have been skillfully incorporated to 
fully update the successful format of the first edi- 
tion. Drugs are classified in logical physiologic units 
by their action on the body rather than their effect 
on disease. You'll find drugs that stimulate or de- 
press Muscle—drugs relating to Blood—drugs 
affecting the Central Nervous System—drugs affect- 
ing Vision. This revision is based on suggestions 
from authorities the world over. Almost every page 
evidences significant changes and additions. 


By HARRY BECKMAN, M.D., Chairman, Departments of Pharmacol- 
ogy, Marquette University Schools of Medicine and Dentistry; Con- 
sulting Physician, Milwaukee County General Hospital and Columbia 
Hoopaal: Editor, Year Book of Drug Therapy. About 815 pages, 

7”x10”, with about 150 illustrations. About $16.50. 
New (2nd) Edition —Just Ready! 


Edwards —An Atlas of 
Acquired Diseases of the 
Heart and Great Vessels 


New! Any physician who is at any time concerned 
with heart disease will find this 3-volume atlas in- 
valuable. It represents the most complete and mean- 
ingful presentation ever issued of structural changes 
involved in acquired heart disease. It clearly sets 
forth the manner in which these morphologic alter- 
ations influence function. For each disorder, Dr. 
Edwards discusses first the anatomy of the part or 
region involved. He then covers both major and less 
common lesions—aided by brilliantly clear illustra- 
tions of gross anatomy and histologic changes. For 
major disease entities he pictures the anatomical 
representation of functional derangements; carefully 
describes differential diagnosis, clinical features, and 
complications. 

Volume I. Diseases of the Valves and Pericardium 


Volume II, Coronary Artery Disease and Hypertension 
Volume III. The Great Vessels 


By JESSE E. EDWARDs, M.D., Consultant, Section of Pathologic 
Anatomy, Mayo Clinic, and Professor of Pathology, Mayo Founda- 
tion, Graduate School, University of Minnesota, Rochester. 3 vol- 
umes, totaling about 1450 pages, 8”x11%4”, with 2333 illustrations. 
About $65.00. New — Ready in March! 


CURRENT THERAPY 


1961 
Current Therapy 


Here are the surest, most effective treatments 
known to medical science today for every dis- 
ease you are likely to encounter. New and im- 
portant changes in treatment for hundreds of 
disease are detailed—diseases you may well be 
called on to treat within the year. Each is writ- 
ten specifically for 1961 Current Therapy by an 
authority who is using it today. 


This volume represents an extensive revision. 
Over 80% of the articles are changed in a sig- 
nificant manner. New subjects include: cardiac 
arrest; the chronic leukemias; pseudomembran- 
ous enterocolitis; varicosities in pregnancy; and 
poison control centers in U.S. and Canada. 


Among the 248 completely rewritten articles are: 
The Common Cold —Diphtheria— Mumps - Polio- 
myelitis—Rheumatic Fever—Congestive Heart 
Failure—Hypertension— Acute Myocardial Infarc- 
tion — Regional Enteritis—Tumors of the Stomach 
—Diabetes Mellitus in Adults— Allergy in Chil- 
dren—Occupational Dermatoses—Cerebral Vascu- 
lar Accidents—Subacromial Bursitis— Bleeding in 
Late Pregnancy and Early Puerperium. 

By 314 AMERICAN AUTHORITIES Selected by a Seocial 
Board of Consultants. Edited by HOWARD F. CONN, 
About 842 pages, 842”x11”. $12.50. New —Just Reeds? 


Order from W. B. SAUNDERS COMPANY 


Please send me the following books and charge my account: 
C) Beckman’s Pharmacology, about $16.50 
(0 Edwards’ Acquired Diseases of the Heart and Great Vessels, about $65.00 
CJ 1961 Current Therapy, $12.50 
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How To Be 
Carefree 
without 
Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day sick 
leave . . . no Workmen’s Compensation 
. . » BUT he has a modern emergency 
INCOME PROTECTION PLAN with ‘> 
Mutual of Omaha. 


When he is totally disabled by accident or sickness covered by this plan, this 
plan will give him emergency income, free of Federal income tax, eliminating 
the nightmare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual 
of Omaha’s PRC/FESSIONAL MEN’S PLAN, especially designed to meet the 
needs of the profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION 
PLAN, get in touch now with the nearest General Agent, listed below. 
You'll get full details, without obligation. 


Largest Exclusive Health and Accident Company in the World: 


J. A. MORAN, General Agent 
Wilmington, N. C. 


G. A. RICHARDSON, General Agent 
Winston-Salem, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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pproaches 
angina 


on't get 
tie tis: CARTRAX REDUCES 


if 


reports and by reduced nitroglycerin requirements.* 


tors... ALLAY ANXIETY...PROMOVE VASODILATION 


“LENGTH, SEVERITY AND 


Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 


stress. On CARTRAX, all 31 fared better than they had on previous therapy... as judged both by subjective 


ARPHIACS* 


CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 


ponents of angina pectoris—circulatory and emotional. 
For a better way to help your angina patients relax, prescribe CARTRAX. 


t ‘®@tt Dosage: Begin with 1 to 2 yellow CARTRAX “10” 

P ETN +ATARA tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
times daily. For dosage flexibility, CARTRAX “20” 

(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet 
three to four times a day. The tablets should be administered before meals for optimal 
fesponse. For convenience, write “‘CARTRAX 10” or “CARTRAX 20.” As with all nitrates, 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. 
pentaerythritol tetranitrate Tfbrand of hydroxyzine 


*Clark, T. E., in press. 


CARTRAX 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 
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new clinical study' 
cites beneficial 
results in over 
90% of cases in 


Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 


results: 
CASES AFTER SARDO* 
Excellent Good Poor 

49 Senile skin 32 13 4 
26 Dry Skin in younger 

patients (diabetes, etc.) 14 11 1 
20 Atopic dermatitis 8 10 2 
13 Actinic changes 9 4 ~ 
10 Ichthyosis 3 4 3 
Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 - 


SARDO acts! to (A) lubricate and soften skin, (B) replenish natural 
emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 
therapy. 

SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 
ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 


1. Weissberg, G.: 
Clin. Med., June 
1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 


Sardeau, Ine. 75 Bast 55th Street, New York 22, N. Y. 
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ANNOUNCING— 
SPECIFIGALLY FOR 
INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL? PENTICIEL 


UNIQUE—BECAUSE IT 
RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASES 
WHICH INACTIVATE 
OTHER PENICILLINS 


sodium dimethoxyphenyl | 
FOR INJECTION 
j 


OrriciaAL PACKAGE CIRCULAR 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 


For Injection 
DESCRIPTION 
STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal iy 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins, 
Each dry filled vial contains: | Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin), equivalent to 900 mg. dimethoxyphenyl! penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN, Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 

venous injection. 

As is the case with other antibiotics, the duration of therapy should be 

determined by the clinical and bacteriological response of the patient. 

Therapy should be continued for at least 48 hours after the patient has = 
become afebrile, asymptomatic and cultures are negative. The usual eS 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. ee i j 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. = me a = 


per pound) every 6 hours. 


Intravenous route: | Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously, Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
= | saline and inject at the rate of 10 ml. per minute. 


RE 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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VICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


/n vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 meg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antimicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg. ml. on the average after a 1.0 Gm. dose) are 
attained within | hour: and then progressively decline to less than 
| meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


\s shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
hut its diffusion into the spinal fluid has not yet been completely 
studied. However. one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory. but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 

During the clinical trials, several mild skin reactions. e.g.. itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma. urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. [t is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase. parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V. 
phenethicillin (Syncillin) and STaPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy. appropriate measures should be taken. 


SUPPL) 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES SYRACUSE, NEW YORW 


Division of Bristol-Myers Company 
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In the presence of staphylococcal 

penicillinase, STAPHCILLIN remained active 

and retained its antibacterial action. 

By contrast, penicillin G was rapidly 

destroyed in the same period of time. ; 
(After Gourevitch et al., to be published) : 


INITIALLY 
AFTER 40 MINUTES 
AFTER 80 MINUTES 


PENICILLIN G 
STAPHCILLIN 
PENICILLIN G 


cifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 


FOR INJECTION 


lure of staphylococcal infections to respond to penicillin therapy is attributed to 
icillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 
other penicillins: 


\PHCILLIN is effective because it retains its antibacterial activity despite the pres- 


staphylococcal penicillinase. 


> clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
variety of infections due to “resistant” staphylococci, many of which were serious 
-threatening. 


her penicillins: 
.PHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
irritation at the injection site is comparable to that following the injection of 


in G. In occasional cases, typical penicillin reactions may be experienced. 


‘ESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
information on the indications, dosage, and precautions for the use of STapHcILuin. If you desire 
onal information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
| Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 


| 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N.Y. 


STOL LABORATORIES SYRACUSE, NEW YORK : 


Division of Bristol-Myers Company 
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HIGHLAND HOSPITAL, 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT- PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected cases desiring 
non-resident care 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 


CHOSEN BY MEDICAL 
SOCIETY OF THE STATE 
OF NORTH CAROLINA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Head Office 
412 Addison Building 


Charlotte, North Carolina 
EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA 323 W. MORGAN ST. - TEmple 4-7458 


| XVII 
INC 
FIRE ony _for your complete insurance needs... 
_ THERE IS A SAINT PAUL AGENT IN YOUR - 
COMMUNITY AS CLOSE AS YOUR PHONE 


DIMETAPP 


breathe easier! 
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In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. Stuffiness, drip 
and other annoying symptoms of congestion are ef- 
fectively relieved with minimum side effects. 


UNSURPASSED RELIEF OF NASAL CONGESTION DIMETAPP Ex- 
tentabs contain an unexcelled antihistamine, Dime- 
tane, which has produced good to excellent results in 
thousands of cases of allergic respiratory disorders.* 
Jn DIMETAPP Extentabs, the action of Dimetane with 
two outstanding decongestants—phenylephrine and 
phenylpropanolamine —promptly dries secretions and 
reduces edema and congestion in the nose, the 
sinuses, and the upper respiratory tract. 


CLEAR BREATHING FOR 12 HOURS ON 1 TABLET Long-acting 
DIMETAPP Extentabs offer up to 12-hour relief on just 
‘one tablet. Easier to use than nose drops or sprays, 


DIMETAPP reaches into areas topical decongestants 
can’t touch—without rebound congestion. 


EXCEPTIONAL FREEDOM FROM SIDE EFFECTS With DIMETAPP 
Extentabs, there's little problem of either drowsiness 
or overstimulation. The antihistamine component, 
Dimetane, offers a high percentage of effective relief 
with only drowsiness as a possible infrequent side 
effect.* Small, fully efficient dosages of deconges- 
tants minimize the danger of overstimulation. 
DIMETAPP Extentabs contain Dimetane® (parabromdylamine [brompheni- 
ramine] maleate) 12 mg., phenylephrine HCI 15 mg., and phenylpropanola- 
mine HCI 15 mg. Dependable Extentabs construction assures relief of 
symptoms for up to 12 hours with 1 tablet. 

Dosage: Adults—1 Extentab q. 8-12 heuis Children over 6—1 Extentab q. 
12 hours. Administer with caution tu patients win cardiac or peripheral vas- 
Cular diseases and hypsiicnsion, and to those sensitive to antihistamines. 
See package insert for further details. Supplied: bottles of 100 and 500. 
*Full bibliography on Dimetane available on request. S 
A. H. ROBINS CO., INC. Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit Since 1878 
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ASHEVILLE 


APPALACHIAN HALL 


ESTABLISHED — 1916 


NORTH CAROLINA 


~ 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. 
laboratory facilities including electroencephalography and X-ray. 


The Institution is equipped with complete 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. Ray GriFFIN, Jr., M.D. 
Rosert A. GRIFFIN, M.D. 


For rates and further information write 


a 


MaArK A. GRIFFIN, SR., M.D. 
Mark A. GriFFIN, Jr., M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 


Doctor 


IS 


the SYMBOL of ASSURANCE OF ETHICAL 
public relations minded handling of your accounts 
receivable and collection problems. 


=“ IS the EMBLEM of sound experience in SERVICE 


to the professional offices. 


| IS the MARK of a complete PROFESSIONAL 


accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL - DENTAL CREDIT BUREAU 
514 Nissen Building 

P. O. Box 3136 

Winston-Salem, N. C. 

Phone PArk 4-8373 


MEDICAL - DENTAL CREDIT BUREAU 
20412 W. Morehead, Library Building 
P. O. Box 983 

Reidsville, N. C. 

Phone Dickens 9-4325 


MEDICAL - DENTAL CREDIT BUREAU 
310 N. Main Street 

High Point, N. C. 

Phone 88 3-1955 


MEDICAL - DENTAL CREDIT BUREAU 

A division of Carolina Business Services 
Room 10 Masonic Temple Building 

P. O. Box 924 
Wilmington, N. C. 
Phone ROger 3-5191 


MEDICAL - DENTAL CREDIT BUREAU 
212 West Gaston Street 
Greensboro, N. C. 

Phone BRoadway 3-8255 


MEDICAL - DENTAL CREDIT BUREAU 
220 East 5th Street 

Lumberton, N. C. 

Phone REdfield 9-3283 


MEDICAL - DENTAL CREDIT BUREAU, INC. 
225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C. 

Phone FRanklin 7-1527 


THE MEDICAL - DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 

Phone Alpine 3-7378 
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XXI 


patient 
unhappily 
overweight? 


minimize care and eliminate despair with 


METHEDRINE 
LIN 


LV 

brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, ‘‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’'' Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 
‘ Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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She’s drinking a glass of pure Florida 
orange juice. And that’s important to 
her physician for several reasons. 

How your patients obtain their vita- 
mins or any of the other nutrients found 
in citrus fruits is of great medical inter- 
est —considering the fact there are so 
many wrong ways of doing it, so many 
substitutes and imitations for the real 
thing. 

Actually, there’s no better way for 
this young lady to obtain her vitamin C 
than by doing just what she is doing, 


What’s she doing that’s of medical interest? 


for there’s no better source than oranges 
and grapefruit ripened in the Florida 
sunshine. There’s no substitute for the 
result of nature’s own mysterious chem- 
istry, flourishing in the warmth of this 
luxurious peninsula, 

An obvious truth, you might say, but 
not so obvious to the parents of many 
teen-agers. 

We know that a tall glass of orange 
juice is just about the best thing they 
can reach for when they raid the refrig- 
erator. We also know that if you en- 


courage this refreshing and healthful 
habit among your young patients — and 
for that matter, your patients of any age 
— you'll be helping them to the finest 
between-meals drink there is. 

Nothing has ever matched the quality 
of Florida citrus—watched over as it 
is by a State Commission that enforces 
the world’s highest standards for quality 
in fresh, frozen, canned or cartoned 
citrus fruits and juices. 

That’s why the young lady’s activities 
are of medical interest. 
©Flonda Citrus Commission, Lakeland, Florida 


. 
4 


February, 1961 


ADVERTISEMENTS 


Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified — cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


Squibb —The 


=|Rautrax-N 


Squibb d Whole Root R Ifia Serpentina (Raudixin) 
and Benzydrofiumethiazide (*Naturetin) with Potassium Chloride 
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Letty 


See 

| | f f | both blood picture 
and patient respond to 


Two Pulvules® Trinsicon daily are capable of 


producing in ten days an Hb and RBC re- 

sponse comparable to that obtained after a 

transfusion of one pint of whole blood. For 

potent, complete anemia therapy, prescribe 


Trinsicon ... just 2 a day for all treatable anemias. 
Two Pulvules Trinsicon (daily dose) provide: 
Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 
Vitamin By, with Intrinsic Factor 
Concentrate, N.F.... . . 1N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 


(The above three ingredients are clinically equiva- 
lent to 114 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous . . « « 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 

Ascorbic Acid (Vitamin . . . 150 mg. 
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Accidents 


FE BEN ALEXANDER, JR., M. D. 


Ricuarp T. Myers, M. D. 
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In a broad review of run-over accidents 
in the German, Dutch, French, Italian, 
English, and American literature, the past 
reports are primarily those of fatal injuries. 
Many of them—particularly the head in- 
juries—are of medicolegal interest. 

The present report of 11 cases is concern- 
ed with clinical patients. Some of them 
received severe injuries. Many, however, 
showed dramatic changes in the skin im- 
mediately after the accident which quickly 
disappeared, and the patients rapidly re- 
turned to normal. 

The astounding conclusion is that rela- 
tively reversible injury may result when 
the pneumatic tire of a slowly moving 
vehicle passes over the head, chest, or an- 
other part of the body of a small child 
lving on a hard surface, leaving tire tread 
marks on the skin. 

Little investigation 
the amount of compression which can be 
tolerated by the human body. Studies of 
acceleration and deceleration have shown 
that the human body can withstand tre- 
mendous pressure for brief periods of time, 
but this is broadly exerted over large por- 
tions of the body rather than the localized 
pressure which comes from run-over acci- 
dents. De Haven! and others in conjunction 
with the Air Force investigated the effects 
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of acceleration and deceleration, and they 
found that human beings can withstand 
powerful pressure for a short time. 


Case Reports 
Case 1 


On May 1, 1950, a 2 year old child was playing 
in a driveway. As a 1950 Buick convertible sedan 
backed out of the driveway, her head became 
caught under the wheel. Marks showed that her 
head had been pushed about 5 feet into a hole, 
after which the wheel passed over her head. 
She was not unconscious at any time; she was 
extremely irritable and had numerous abrasions 
about her head. No tire tread marks were seen, 
but the evidence was indisputable that her head 
had been run over by the automobile. No frac- 
ture was seen on roentgenograms of the skull. 
The neurologic examination was normal. She 
made a rapid and complete recovery without 
sequelae. 


Case 2 


A 2 vear old boy was playing in the back yard 
of his home when the left front wheel of a 1956 
Plymouth station wagon (fig.1), driven by a 
relative, backed over his head. The car was 
moving slowly on a sand driveway. The child 
did not lose consciousness. When admitted to the 
hospital he was extremely irritable, semicoma- 
tose, and mildly cyanotic. Examination of the 
patient showed tread marks over the left side 
of the scalp and the left forearm and shoulder. 
These marks conformed to the spaces between 
the elevations on the tire treads. Roentgenograms 
revealed a fracture of both the left temporo- 
parietal and right temporal bones. 

Bilateral exploratory burr holes made shortly 
after the injury revealed thin areas of subdural 
hemorrhage over both cerebral hemispheres, 
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Fig. 1. Photograph of a 2 year old child show- 
ing tire imprints on skin. Photograph on right 
shows tire which made the imprints. 


with some yellow fluid. Since there was increased 
intracranial pressure, a subtemporal decompres- 
sion was done. The child made a _ satisfactory 
recovery. He had an internal strabismus of the 
left eye before the accident, and his mother said 
his right eye turned out after the accident. This 
deformity was subsequently corrected by opera- 
tion. The child’s development has been normal 
and when last seen two years after the accident, 
he was normal. 
Case 3 
A 15 year old boy was injured at the age of 2 
when a 1940 Plymouth ran directly over his 
head. The driver of the car was aware that he 
had run over something. When he looked back, 
he saw the child walking away. The child had 
an extensive scalp laceration on the right side, 
and the muscles were torn. Although he had 
some difficulty with his binocular vision for 
several weeks after the injury, this has cleared 
and his subsequent development has been nor- 
mal. Examination on March 27, 1958, when he 
was first seen here some 13 years after the 
accident, showed no abnormality except a pro- 
tuberance in the region of the origin of the right 
temporal muscle. This was thought to be due 
to tearing of this muscle, with calcification in 
the area. Roentgenograms showed no other 
abnormality. 
Case 4 

A 2% year old girl was sitting alone in the 
driver’s seat of a 1951 Nash Ambassador four- 
door car when it began to move slowly downhill. 
She rolled off the front seat and fell out of the 
door. The automobile ran over her head, back, 
and buttocks, leaving tread marks in these places 
(fig.2). She was lethargic but not unconscious 
and was bleeding from the nose and right ear. 
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In addition to the tread marks, there were abra- 
sions over the left side of the forehead and the 
left cheek. Roentgenograms showed a linear frac- 
ture in the right temporoparietal region and some 
diastasis of the sagittal suture. 

The patient’s condition became stabilized in 
the hospital; she made a quick recovery, and was 
discharged after three days. The tread marks 
faded rapidly. She had done well at the time of 
discharge, but since she has moved to another 
city, it has been impossible to follow her since. 


Case 5 


A 3% year old boy was playing near the family 
car, a 1958 Plymouth, when it began to roll back- 
ward. The car apparently ran over the child’s 
head on a concrete driveway. He was found lying 
on the street crying. 

Examination showed numerous abrasions, tire 
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tread marks on the right side of the scalp 
(fig.3), and a huge scalp laceration in the left 
temporoparietal region. It was felt that the lace- 
ration was the result of a tearing action against 
the pavement. The tread marks faded within 
three days after his injury, his wound healed 
satisfactorily, and he made an excellent recovery. 
When last seen eight months after the accident, 
he was normal. 
Case 6 

A 22 month old child was sitting behind a 
parked car on June 3, 1950. The car was seen 


Fig. 2. Photographs 
of a 2% year old girl 
showing abrasions of 
face and tire tread 
marks on back, 
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Case 7 


49 


to back over him, the back wheel pausing mo- 
mentarily as it passed over the lower part of 
the chest and right upper quadrant of the abdo- 
men. The child was pressed against the asphalt 
road surface on which he was lying for about 
five seconds before the car was rolled back off 
him. He immediately became cyanotic, had labor- 
ed respirations, and petechiae developed over his 
face and neck. He did not lose consciousness. On 
the way to the hospital he had a bowel move- 
ment and cried. 

On admission he was restless, with a blood 
pressure of 70/30 and a pulse rate of 100 to 110. 
The next day his blood pressure gradually rose 
to 110/60, but his pulse reached a level of about 
150 to 156, fell to as low as 110, and stayed be- 
tween 100 and 130 for another four days. It then 
sharply dropped to normal. 

An electrocardiogram showed a P-R interval of 
0.12 and a QRS interval of 0.07. Roentgenogram 
of the chest revealed scattered infiltration of the 
left lower and mid-lung fields. The urine was 
clear microscopically. The hemoglobin on admis- 
sion was 11.2 Gm., the red blood cell count 
1,100,000, and the white blood cell count 17,400. 
In three days the hemoglobin dropped to 7.1 Gm. 
and the red cell count to 2,950,000. The hemo- 
globin came back to 8.3 Gm., with 3,380,000 red 
blood cells and 12,950 white blood cells. 

He was observed in the hospital for seven 
days and made a satisfactory recovery. At the 
time of discharge roentgenograms of his chest 
and abdomen were negative. He made a complete 
recovery, and was not seen again until at the 
age of 8 years on February 23, 1957, he was 
examined for an acute respiratory infection, but 
he was normal otherwise. 


A 41 year old man was in an automobile 
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Fig. 3. Right side of face of a 34% year old boy. Note tread marks on face and scalp. 


accident on February 29, 1952. He was thrown 
from the car, which turned over on him, and he 
remained with only his head and shoulders pro- 
truding for 1% to 2 minutes. The car was then 
lifted from his chest and abdomen. During this 
time he was noted to turn blue, stop breathing, 
and he was unconscious. He quickly regained 
consciousness, started breathing without diffi- 
culty, and complained of pain in his chest. He 
&pat up a slight amount of blood. 


On admission his temperature was 100 F., pulse 
rate 78, respiratory rate 20, and blood pressure 
100/70. There were obvious petechiae over the 
head, neck, upper part of the chest, and arms 
(fig. 4). There were areas of pallor of the skin 
where compression had taken place. 

A second roentgenogram of the chest made on 
March 4, 1952, showed better aeration of the 
lungs than on the roentgenogram taken on ad- 
mission, and no lesion of the chest was recogniz- 
ed. He improved gradually, and was discharged 
on March 8, 1952. By March 18, 1952, the skin 
was clear, but the scleras still showed some 
ecchymosis, with absorption of the blood taking 
place. The patient continued to have mild com- 
plaints as late as eight months after injury, but 
all objective examinations were negative. 


Case 8 


An 8 year old boy was playing on an asphalt 
driveway by his home early in the morning 
when a car backed slowly over his head and 
neck. He was brought immediately to the emerg- 
ency room of the hospital, where tire tread marks 
were recognized on the left posterior side of the 
scalp, coursing over the mastoid region. He had 
no other abnormality except for a fracture of one 
rib and an abrasion in the region of the right 
zygoma. The roentgenogram suggested that there 
might be a linear fracture through the middle 
third of the right zygoma, but no displacement 
was seen. There was no fracture of the skull. 

The patient made a satisfactory recovery, and 
was left with no residual abnormality. 


Case 9 


On June 6, 1956, an 8 year old girl allegedly 
was run over by the wheel of a truck, moving 
slowly to park by the side of the street. She was 
never unconscious. 

On admission to the hospital her pulse rate 
was 124 and her blood pressure 98/60. She was 
conscious and communicative. There were mot- 
tled purple petechiae over the neck and face, and 
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lacerations in the right groin and right side of 
the abdomen (fig.5). There was conjunctival 
ecchymosis, but no neurologic abnormality. Ro- 
entgenograms of the skull, cervical spine, chest, 
abdomen, pelvis, and the extremities showed 
fractures of the pelvis and right femur. 

There was slight blood-streaked vomitus for 
three days. Six days later the ecchymosis of the 
face was Clearing. She remained in the hospital 
for three weeks, made a good recovery and was 
discharged to return as an outpatient for further 
treatment of the fractures of her pelvis and 
femur. No neurologic or thoracic abnormality 
persisted. 


Case 10 


On December 15, 1954, a 6 year old boy on the 
way to school was allegedly struck by an auto- 
mobile. The car stopped as quickly as possible, 
but it was necessary to back it up in order to 
extricate the child. He was rendered unconscious 
but regained consciousness before the ambulance 


arrived. 

On admission his respiratory rate was 28, pulse 
rate 108, and blood pressure 95/50. Many 
petechiae were on the face and neck, and there 


Fig. 4. Head and chest of 41 year old man 
whose chest and abdomen were compressed by 
weight of overturned automobile. Photograph 
shows severe congestion of capillaries of face, 
neck, and arms with pallor of skin in compressed 
areas, 
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Fig. 5. Congestion of face and neck from tho- 
‘facie and abdominal compression in an 8 year 
old girl. 


was conjunctival ecchymosis. There was an 
abrasion of the right knee and extreme tender- 
ness in the right costovertebral angle and the 
abdomen. He was observed closely and he 
improved rapidly. No blood was found in the 
urine. There were subconjunctival hemorrhages 
in both eyes, and one small, round hemorrhage 
in the region of the right macula. No evidence 
of fracture of the chest or skull was seen. When 
he was last seen on December 27, 1954, the 
petechiae had cleared from his face and the 
subconjunctival hemorrhages were clearing. 


Case 11 


A 2% year old child was apparently playing 
in the driveway of her home in La Puente, 
California, on July 8, 1958. A photograph of this 
child was published in an Associated Press wire 
photograph (fig. 6), and information was obtained 
from her mother in a detailed letter. A quotation 
from her letter follows: 

“The car, a 1950 Hudson 4-door, 6-cylinder, 
weighing about 3,890 pounds, was parked in the 
driveway, about a 15 per cent grade, with the 
brake set and the overdrive on. It backed down 
the driveway and into the street, upgrade, then 
rolled forward, downgrade. Both front wheels 
jumped the curb and came to a stop in the yard; 
the back wheels were in the street. 
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iner). B. Photograph of tire showing tread. 


“It rolled over Ronna on the way back, as a 
neighbor saw it as it started forward, and she 
rolled out of the way in time to keep from 
getting run over again. No one saw her run 
over. 

“We thought it was the left rear wheel that 
ran over her, but when we checked it, we saw 
that this tire was too smooth, so it must have 
been the left front wheel. The tire had about 
35 pounds of air and is about one-third worn... 
The marks on her face were like red tattoo 
marks and were completely gone in a week. 
The skin was not broken any place. She had 
a small abrasion behind her right ear and 
another on her back. These were the only 
injuries she sustained.” 


Discussion 


The multiplicity of ways in which human 
beings may be injured as the result of rapid 
modern transportation is all too familiar. The 
loss of life from automobile accidents, amounting 
to more than 38,000 people in the United States 
during 1959, has led to numerous interesting 
statistical analyses and studies of individual 
type of injuries. 

Certain designs and types of vehicles may 
lead to a particular type of accident as illustrated 
some years ago in a study by Kitahata, Alexander, 
and Davis? of a series of children who had been 
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Fig. 6. A. Tire tread marks on face of 24% year old girl (photograph courtesy Los Angeles Exam- 
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injured by falling from the rear door of moving 
automobiles. They found that the injuries 
occurred as the result of the door being hinged 
on the back post of the car and being pulled 
open by the rush of the wind as the latch was 
opened, throwing the small child with his hand 
on the handle out of the car. The simple 
expedient of hinging the back door of automobiles 
to the center post has almost completely obviated 
this particular accident. 

If the abdomen or the thoracic cavity of a 
person, particularly a child, is run over by a 
slowly moving automobile, tire tread marks are 
likely to be left on the skin and to be clearly 
recognizable for three or four days after the 
accident, provided there is enough tread on the 
tires. The secondary effects of compression of 
the abdomen or thorax, however, are well known 
and have been described for many years as 
“traumatic asphyxia,” “ecchymotic mask,” “dif- 
fuse ecchymotic infiltration of the face,” or 
“ecchymotic pressure stasis.” 


Review of literature 


The first recorded description of such a 
patient was by Ollivier (d’Angers), who in 1837 
described 23 persons who were crushed to death 
in a crowd at Champs de Mars* Autopsies 
disclosed that, although the victims had multiple 
hemorrhages in the head and neck, the brain 
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was free of gross hemorrhage except in one 
case in which some bloody exudate was noted 
over the cerebral hemispheres. 

Later, in 1855, Hardieu4 reported 30 persons 
injured by being crushed in a panic at Placade 
la Concorde — 9 fatally. He also was impressed 
by the integrity of the brain in the two persons 
on whom he performed autopsies. He believed 
that the ecchymotic appearance of the face and 
the neck was the result of multiple petechial 
hemorrhages. 

The first clear-cut picture of this symptom- 
complex was made by Perthes in 18985. In 1904 
Beach and Cobb described the dramatic case 
of a man whose chest was caught between a 
wall and a moving elevator and who had to 
remain in this position for some time before he 
could be moved. There was pronounced ecchymo- 
sis of the head and neck and a sharp line of 
demarcation at the clavicles between normal 
and ecchymotic skin. The discoloration cleared 
within three to five days, but there were still 
some hemorrhages in the conjunctivas. There 
were no retinal hemorrhages. Microscopic studies 
of tissue excised from the face showed no blood 
outside the walls of blood vessels. 

In 1905 Milner’, in discussing 6 cases, conjec- 
tured that the mechanism of this type of injury 
was thoracic and abdominal compression occur- 
ring on reflex inspiration with closure of the glot- 
tis. It was his impression that the lack of compe- 
tent valves in the jugular vein contributed to the 
congestion of the face and the neck, but this 
theory did not explain why the brain was spared. 

In 1908 Bolt’ described a man who had been 
caught between two “vestibule cars.” He wore 
a tight inspector’s hat, and while he was being 
extricated it was noted that his face and neck 
assumed a violet-blue color, with bulging of his 
eyes. He was in the state of compression for 
three to five minutes, and his entire face and 
neck were extremely eccymotic except for nor- 
mal-appearing skin in the region where the head- 
band had been pulled down over his forehead. 

Numerous cases have been recorded subse- 
quently—by Despard in 19099, Sikemeier!®, ten 
Horn!!, and Aievoli!?. A great many cases were 
reported and adequately summarized by these 
authors: some followed severe epileptic seizures 
or prolonged episodes of coughing, and one 
occurred in a child who had a large umbilical 
hernia operated on under general anesthesia. 

The most interesting points to be made in 
run-over accidents are first that tread marks 
may be left on the body or thorax if there is 
enough tread on the tires, and second that 
severe congestion may occur in the head and 
neck, sparing almost completely the rest of the 
body including the arms, though the line of 
demarcation varies. The brain seems to be spared, 
except in a few fatal cases of extremely severe 
compression. The most common outcome is a 
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rapid disappearance of the ecchymosis within 
three to five days; however, conjunctival hemor- 
rhages usually remain for several days and there 
are usually no retinal hemorrhages. When the 
skin is studied microscopically, no  petechial 
hemorrhages are found; the blood is heavily 
congested in the small blood vessels, but not 
outside the vascular walls. 


Medicolegal aspects 


Since 1920 interest in “traumatic asphyxia” or 
“ecchymotic face mask” has seemed to lag, but 
as automobiles have become heavier and the 
tread on tires deeper, a number of papers, par- 
ticularly of a medicolegal nature, have appeared 
Initially these were most common in the German 
literature. 

A textbook on legal medicine published in 
Berlin in 1927 by Hofmann and Haberda!* 
contained two illustrations of patients allegedly 
bearing tire tread marks. This was the interpre- 
tation made by Ortmann!‘ in 1932, although a 
study of the pictures would suggest that the 
imprint on their faces was made by the radiators 
of the automobiles rather than by the tire treads. 

Ortmann !4 did, however, describe three chil- 
dren with tire tread marks on the head who 
died immediately or soon after accidents. His 
chief contention was that the offending vehicle 
may be traced by a study of the tread marks. 
Ortmann felt that a severe blow of the tire 
was necessary to produce ty; ical tread marks 
in the skin; however, Borchard!® presented two 
people run over by vehicles in whom the mere 
pressure of the tire was sufficient to produce 
changes in the skin. A very complex study of 
physical forces was made concerning the manner 
in which one might determine whether the 
offending wheel had been in_ acceleration, 
deceleration, what the velocity might have been, 
what the weight of the car was, and numerous 
other points which may be of medicolegal 
significance. 

In 1941 Fritz!®6 reported a most interesting 
patient. A man pushed his cart in front of the 
last vehicle in a convoy of the Nazi Secret Police, 
the Schutz Staffel. A front wheel of this vehicle 
passed directly over the head of the victim. He 
was killed by the accident, and examination 
showed fracture of the skull and contusion and 
crushing of the chest. There were characteristic 
tread marks on the left cheek and temporal 
and frontal regions, but instead of corresponding 
to the raised pattern of the actual tire, the marks 
conformed to the interspaces between the 
protruding parts. This was attributed to pressure 
of the protruding parts on the skin, pushing 
the blood out of the affected vessels into the 
capillary beds of the narrow, pressure-free areas 
corresponding to the gaps between the treads. 
The excessive in-flow of blood from all sides 
into the pressure-free areas leads to enormous 
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over-filling and distention of the capillaries, 
which break and create the local hemorrhages. 
Microscopic examination of the skin showing 
tread marks revealed small extravasations of 
blood in the epidermis in addition to ruptured 
blood vessels. No trauma to the upper epidermal 
layers could be found, but it was thought that 
the hemorrhages directly under the epithelium 
were readily visible through the epidermis. 

In 1943 Kassai!™ reviewed this particular 
problem again from the medicolegal point of 
view and presented a complex analysis of the 
whole subject. 


Summary 


1. A review of the English, German, French, 
Dutch, and Italian literature has been made of 
run-over or uberfahren accidents. 

2. Eleven cases are presented with illustrations. 

3. The head, even that of a small child, may 
be run over by a slowly moving wheel of a 
modern automobile, leaving tire tread marks but 
exerting relatively mild damage of a permanent 
nature in some instances. 

4. When the thorax or abdomen is similarly 
compressed, a most interesting syndrome of 
congestion of the small vessels of the head and 
neck may result. The brain in such cases is 
usually spared. 
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Knowledge of the metabolism of iron is so advanced that it is possible 
to determine who will benefit from treatment with iron and who will 
not and to prescribe iron in the cheapest and most efficient manner. Never- 
the-less, the Physicians’ Desk Reference, prepared with the cooperation of 
the “ethica!” drug companies, lists such a wide variety of iron prepara- 
tions, with so many added substances of no conceivable use, that it is 
obvious that the information now available on iron metabolism has not 
reached the majority of the medical profession. Yet, a knowledge of the 
basic aspects of iron metabolism is absolutely essential for the rational 
use of iron.—Block, M.: The Clinical Pharmacology of Trace Metals and 
Iron, Clin. Pharmacol. & Therap. 1: 751 (Nov.-Dec.) 1960. 
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Pulmonary Involvement by Hodgkin’s Disease 


WILLIAM GRAY Murray, M. D. 
GREENSBORO 


It has long been recognized that Hodgkin’s 
disease is primarily a lymphogranulomatous 
disease and that classic Hodgkin’s disease 
involves the cervical chain of lymph nodes 
most often. This impression is borne out in 
a study of Peters and Middlemiss' in which 
it was found that the initial site of involve- 
ment by the disease in 151 of 291 cases was 
the cervical chain of lymph nodes. What 
may not be equally as well recognized is 
that the incidence of pulmonary parenchy- 
mal involvement, although rarely an initial 
manifestation of the disease, is rather high 
in the terminal stages. In 5,200 routine 
autopsies reviewed by Rottino and Hoffman? 
there were 83 cases of Hodgkin’s disease, 
40 of which showed pulmonary involvement. 
Falconer and Leonard* reported pulmonary 
involvement in 37.6 per cent of 125 cases of 
Hodgkin’s disease reviewed. Verse® found 
an incidence of 50 per cent, only 10 per 
cent of which he felt to have arisen primar- 
ily in the lung parenchyma and extended 
secondarily to the bronchopulmonary and 
mediastinal nodes. Seven authors cited by 
Falconer and Leonard* reported an average 
incidence of pulmonary lesions of 40 per 
cent. 

The gross pathologic appearance of the 
lesions is variable. The lesion may occur as 
one of the following types: discrete nodules; 
diffuse pneumonic involvement; lobular, 
confluent lobular, and bronchopneumonic 
involvement; bronchitic involvement; and 
miliary lesions. The discrete nodular in- 
volvement is commonest and the miliary 
type rarest?. It can readily be seen from 
the variable appearance of the _ lesions 
that Hodgkin’s disease of the pulmonary 
parenchyma can be confused with lobar 
pneumonia, bronchopneumonia, disseminat- 
ed tuberculosis, sarcoidosis, carcinoma, or 
many other pulmonary diseases. 

Histologically, the initial reaction in the 
lung parenchyma is one of bronchiolitis and 
alveolitis. Fibrin, leukocytes, plasma cells, 


and large mononuclear phagocytes fill the 
alveoli. This exudate then organizes by the 
formation of specific granulomatous and 
non-specific fibrous tissue. Thickening of 
the alveolar wall occurs. The intrapulmon- 
ary nodules of lymphoid tissue are convert- 
ed into granulomatous masses showing the 
histopathologic characteristics of Hodgkin’s 
disease and later dense fibrous tissuet. It 
has been suggested that the resistance to 
x-ray therapy of pulmonary lesions in this 
disease may be due to the fact that the 
lesions are characteristically predominantly 
fibrous or sarcomatous’. 


Case Reports 


In order to review the clinical course and 
x-ray findings in patients with pulmonary 
Hodgkin’s disease, three case histories of 
patients with this manifestation are pre- 
sented. 


Case 1 

The patient was a 24 year old white married 
male assistant golf professional who was seen 
on July 26, 1956, because of constipation, fever, 
and weight loss for the year prior to his initial 
visit. For the first six months of 1956 he had 
experienced recurrent episodes of chills and 
fever as high as 103 F., with remissions after 
five to six days and recurrences at three and 
four week intervals. During the three months 
before the initial visit he had become increasing- 
ly aware of a tender, visible, firm mass in the 
left lower quadrant of the abdomen. 

On physical examination the weight was found 
to be 147 pounds, temperature 101 F., pulse rate 
84, and blood pressure 110 systolic, 55 diastolic. 
The patient was well developed but thin and 
pale, showing evidence of recent weight loss. 
Examination of the abdomen revealed a palpable, 
firm, tender, fixed mass, measuring 3 x 5 inches, 
lying just to the left of the mid-line at the level 
of the umbilicus. In addition, there was a visible 
and palpable, firm, tender, fixed mass measuring 
1 x 1 inch just superior to the left inguinal 
liagament. There was generalized tenderness in 
the left lower quadrant of the abdomen, but the 
liver, spleen and kidneys were not palpable. 
Except for bilateral axillary lymphadenopathy, 
the remainder of the physical examination was 
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Case 1 


Fig. 1. Film 1A showed the chest to be normal 
in 1956. On October 29, 1958, films of the chest 
showed a 2 cm. area of infiltration in the right 
first anterior interspace (1B). At this time the 


not significant. A hemogram and_ urinalysis 
revealed only hypochromic anemia. 
The clinical diagnosis was abdominal Hodgin’s 


disease, and the patient was hospitalized at 
Moses H. Cone Hospital for evaluation. A chest 
roentgenogram, barium study of the colon, and 
excretory urograms were negative. On July 31, 
1956, surgical biopsy of the left inguinal mass 
was carried out, and the pathologic report 
confirmed the clinical diagnosis of Hodgkin’s 
disease. On August 1 x-ray irradiation over the 
left abdomen was initiated and was tolerated 
well. The patient became afebrile and was 
discharged on August 4, 1956, to continue x-ray 
therapy and oral hemantinics. 

From that point he was observed closely at 
frequent intervals. 

The course was one of recurrent variable 
exacerbations of fever and pain in the cervical, 
thoracic and lumbosacral parts of the spine, in the 
left upper quadrant of the abdomen, and in the 
left thoracic pleural region. Each of these 
episodes was evaluated individually as they 
occurred over a period of 11 months and pal- 
liative x-ray irradiation was given as indicated, 
with benefit on each occasion. Supportive and 
symptomatic therapy was maintained, and 
hematologic studies at regular intervals showed 
adequate levels of hemoglobin, erythrocytes, and 
leukocytes. The weight was maintained at an 
average of 145 pounds. In October, 1957, he was 
given a course of triethylene melamine orally. 
On March 24, 1958, he continued to complain of 
left thoracic pain in spite of what was considered 


possibility of tuberculosis was strongly consider- 
ed. On February 16, 1959, the area of infiltration 
became larger and a cavity was clearly demon- 
strated on film 1C, 


adequate x-ray therapy, and oral Prednisone, 5 
mg. four times daily, was instituted. He continued 
to have exacerbations of pain in various sites, 
however, and x-ray therapy at intervals was 
continued, along with the Prednisone in a 
dosage of 20 mg. daily. In September, 1958, a 
course of chlorambucil, 10 mg. daily, was 
instituted in addition to the Prednisone and 
other supportive therapy. Chlorambucil was 
continued for five weeks, during which he 
showed deterioration, with slight weight loss, 
increased fatigue, and marked anorexia. 

On Ociober 29, 1958, a chest roentgenogram 
revealed a vaguely defined 2 cm. circular area 
of infiltrative density in the right infraclavicular 
region. In view of the prolonged steroid therapy 
and the appearance of the lesion, pulmonary 
tuberculosis had to be considered, but pulmonary 
Hodgkin’s disease could not be ruled out. Steroid 
therapy was discontinued. The right apical 
infiltration persisted and increased in density 
over the next two months by serial chest x-rays. 
Concomitantly the patient began to feel much 
worse, experiencing marked weakness, fatigue, 
and increasing cough. Sputum examinations for 
tubercle bacilli were repeatedly negative. The 
weight dropped from a previously stable level 
of 145 pounds to 138 pounds. The hemoglobin 
dropped from 9.2 Gm. on January 1, 1959, to 
7.6 Gm. on February 16, 1959. On this date a 
follow-up chest roentgenogram revealed cavita- 
tion of the previously described density in the 
right upper lung field, and the patient was 
again hospitalized for study. 
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Fig. 2. A film of the chest on May 1, 1956, 
showed a large 7 cm. mass in the right upper 
medial lung field. Retained oil from a previous 
bronchogram was also noted. The lesion was 
removed following this examination the 
pathologic diagnosis was pulmonary Hodgkin's 


disease. 


Extensive study of the cavitary lesion by 
sputum examination, gastric washing, and guinea 
pig inoculation failed to reveal any tubercle 
bacilli, and it was concluded that this pulmonary 
lesion must be considered a manifestion of 
Hodgkin's disease. Laminograms confirmed this 
impression, and the patient was discharged on 
March 17, 1959. Jaundice had developed during 
a course of intravenous’ nitrogen mustard 
therapy, and this rapidly deepened. Marked 
edema appeared, associated with a total serum 
protein level of 4 Gm. and albumin of 2.6 Gm. 
The hemoglobin dropped to 3.9 Gm. in spite of 
blood transfusions. He became rapidly weaker 
and more comatose, and died on April 14, 1959. 

Autopsy revealed the body of an emaciated, 
jaundiced white male with scattered petechial 
lesions over the skin. There were dense fibrous 
adhesions binding the apex of the right lung 
and the posterior surface of the left lung to the 
thoracic wall. There was about one liter of 
bilateral pleural effusion. Dull, gray, rubbery 
nodules were scattered throughout the lung 
parenchyma. In the right apex was found a 
2 cm. spherical cavity with irregular lining and 
a wall measuring 1 cm. in thickness. The lining 
of the cavity was covered with a gelatinous 
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Films taken three and six months postopera- 
tively were normal. Nine months following 
operation a large area of infiltration was dem- 
onstrated in the left lower lobe (2B). This proved 
to be pulmonary Hodgkin's disease at autopsy. 


yellow exudate. Concentrated smears and cul- 
tures for tubercle bacilli and fungi were taken 
from the cavity, but showed no evidence of 
acid-fast organisms or fungi. 

In addition, Hodgkin’s disease had involved 
the epicardial fat, spleen, bone marrow, lymph 
nodes, liver, pancreas, kidneys, and adrenals. 

Fibrosis dominated the histopathologic picture, 
with scattered areas of cellular structure in 
which typical Reed-Sternberg cells could be 
identified. 

Case 1 presents an example of pulmonary 
parenchymal infiltration by Hodgkin’s dis- 
ease of the discrete nodular type, which 
progressed to necrosis and cavitation. This 
complication presented a_ difficult and 
troublesome diagnostic problem, primarily 
because the lesion in the right apex behaved 
clinically and radiographically like a tuber- 
culous lesion. The difficulty in differentia- 
tion was compounded by the fact that 
adrenal corticosteroids, with a known 
ability to light up a tuberculous lesion, had 
been administered regularly over an eight- 
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Fig. 3. Film 3A taken six months following 
the initial diagnosis of Hodgkin's disease showed 
right hilar and right paratracheal adenopathy. 
There was also a suggestion of minimal pul- 
monary infiltration in the right upper medial 
lung field. 

Film 3B showed regression of the adenopathy 
following irradiation, but the pulmonary infiltra- 


month period. Finally, it is apparent that 
rapid, unalterable deterioration began con- 
comitantly with the appearance of the right 
apical pulmonary lesion, in spite of what 
was considered adequate therapy. 


Case 2 


A 20 year old white housewife complained of 
slight weight loss and cough of three months’ 
duration. Physical examination and _ routine 
laboratory work was normal. A chest roentgen- 
ogram showed a mass in the right upper lung 
field. A bronchogram done elsewhere was not 
helpful in the diagnosis. A right upper lobectomy 
was done in May, 1956, with a_ pathologic 
diagnosis of pulmonary Hodgkin’s_ disease. 
Postoperative x-ray treatment was given to the 
operative area. There was no evidence of any 
other involvement at this time. 

Films of the chest taken three and six months 
postoperatively were normal. Nine months 
following operation pulmonary infiltration de- 
veloped in the left lower lobe. A tumor dose of 
2,200 roentgens was administrated over a three- 
week period using 220 kilovolt x-ray therapy. 
The infiltration regressed very little and the 
patient began a progressive downhill course. 
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tion just above the right hilus became more 
evident. Three months later the right hilar 
adenopathy returned and the 2 cm. area of 
pulmonary infiltration became more dense (3C). 
The patient continued on a downhill course 
with roentgen evidence of extensive pulmonary 
involvement in February, 1960 (film 3D). 


Nitrogen mustard and additional x-ray therapy 
were given without benefit, and the patient 
expired. An autopsy showed extensive involve- 
ment of both lungs. 

The liver, spleen, and internal lymph nodes 
were extensively involved with MHodgkin’s 
disease. 


Case 3 


A 29 year old male was admitted to the hospital 
because of an enlarged right cervical lymph 
node, fever, and malaise. Biopsy of this node 
established the diagnosis of Hodgkin’s disease. 
A chest roentgenogram showed right hilar 
lymphadenopathy. In March, 1958, he was started 
on chlorambucil, 12 mg. daily, for one month, 
and then 10 mg. daily for two additional months. 
At the end of this three-month period his white 
blood cell count was 3,600, with 123,000 platelets. 
During this interval all symptoms abated. Since 
the hilar enlargement persisted, x-ray therapy 
was given to the mediastinum and neck. In 
October, 1959, because of recurrent chills, fever, 
and night sweats, chlorambucil was resumed in 
a dosage of 4 mg. daily, which was gradually 
increased to 12 mg. daily for a period of six 
weeks. Additional x-ray therapy was given to 
the mediastinum and right upper lung without 
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significant benefit. The  patient’s condition 
gradually became worse, and he expired in 
February, 1960, with extensive pulmonary 
involvement. 

This patient showed the typical lymph- 
adenopathy associated with Hodgkin's 
disease. In addition, there was an area of 
infiltration in the right upper medial lung 
field which was treated along with the hilar 
lymph nodes. There was some improvement 
following x-ray therapy, but the pulmonary 
lesion persisted in spite of intensive treat- 
ment. It was our feeling that the pulmonary 
lesion was less responsive to x-ray than the 
lymph nodes. 


Summary 


1. Three cases of pulmonary involvement 
by Hodgkin’s disease are presented. 

2. Pulmonary parenchymal involvement 
is rare in the early clinical stage of the 
disease, but the incidence at autopsy has 
been found to be about 40 per cent*. 

3. The roentgen and gross pathologic 
appearance of the lesion ranges from 
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discrete nodular lesions to a miliary dis- 
tribution. 

4. The pulmonary lesions frequently 
present a difficult diagnostic problem in 
that they may simulate a _ variety of 
pulmonary diseases. 

5. The prognosis in cases with pulmonary 
involvement is considered very poor, and 
response to all forms of treatment is 
disappointing. 
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Control of the Body Temperature in the Pediatric Patient 
WILLIAM C. Nortu, M. D. 


DuRHAM 


The regulation of body temperature is 
normally so efficient that we give it little 
thought save for selecting the type of cloth- 
ing we or our children wear according to 
the outside temperature. With the advent 
of more heroic surgical techniques, the use 
of “hypothermia” has become more wide- 
spread as a measure to preserve the function 
of vital structures. This has led to a some- 
what fuller realization of the effects of 
temperature in man, but there is unfortun- 
ately still no real appreciation of the prob- 
lems associated with deviations from normal 
temperature. As with nearly everything 
else, these problems become accentuated in 
the pediatric patient. Two cases rather 
dramatically illustrate this point. 


From the Division of Anesthesia, Duke University Med- 
ical Center, Durham, North Carotina. 


Case 1 


The patient was a 9 year old boy who was 
undergoing a revision of an endaural tympano- 
plasty. No difficulty had been encountered with 
the first procedure 15 months previously. There 
was no history of serious illness or disease. 

He was given 6 mg. of morphine sulfate and 
0.2 mg. of scopolamine hydrobromide 90 minutes 
before induction of anesthesia, which was ac- 
complished without incident by 125 mg. of thio- 
pental sodium given intravenously. Oral intuba- 
tion was accomplished with ease following the 
intravenous injection of 20 mg. of succinylcho- 
line. A solution of 5 per cent dextrose in water 
was administered throughout the procedure at 
a rate of 75 cc. per hour. Anesthesia was main- 
tained on a mixture of 0.8-1.0 per cent halothane, 
50 per cent nitrous oxide, and 50 per cent oxygen 
in a circle filter, semi-closed system. Blood pres- 
sure, pulse, and respiration remained stable for 
about two hours, when the respiratory rate began 
to increase, the blood pressure began to drop 
gradually, and the heart rate became more rapid 
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and occasionally irregular. The halothane was 
discontinued, but the anesthesia became so light 
that the patient began to move, whereupon ether 
was introduced into the mixture. Vital signs con- 
tinued to the deteriorate, and after about three 
hours and fifteen minutes the pulse and blood 
pressure were suddenly unobtainable and res- 
piration ceased. Controlled respiration was im- 
mediately begun, but some delay in opening the 
chest resulted in a lapse of three minutes before 
effective cardiac massage was instituted. The 
heart responded quickly to defibrillation. The 
rectal temperature at this time was 103.4F. 
(39.7 C.). The patient was placed in hypothermia 
at 35 C., but he never regained consciousness. He 
died six days later. 

At autopsy the only evidence for cause of 
death was that associated with the period of 
hypoxia and the hypostatic pneumonia. 

Case 2 

A 3 month old girl weighing 4.3 kilograms was 
brought to the operating room for artificial 
creation of suture lines. With the exception of 
the distorted head, there was no history of dis- 
ease or abnormality. Anesthesia was induced 
with vinethene and ether by open drop. The 
patient was intubated under direct vision, and 
anesthesia was maintained with ether, nitrous 
oxide, and oxygen. She was placed in the prone 
position. The room temperature was 71}. The 
body temperature at the beginning of surgery 
was 37.5C. and at the end of the operation, two 
hours and 40 minutes later, it had dropped to 
32.9C. Paralleling the drop in temperature, the 
pulse fell from an initial value of 210 to a final 
value of 160. Respiration slowed from 48 per 
minute to 40 per minute, and throughout the 
operation respiration was assisted. In this case, 
although the temperature fell almost 5C., there 
was no evidence of interference with normal 
physiologic processes. 

These cases point up the fact that under 
surgical conditions the exquisite tempera- 
ture-regulating mechanism with which the 
body is provided failed to function. Many 
additional illustrations of the deleterious 
consequences of severe changes in body 
temperature could be presented, and several 
articles have dealt exclusively with this 
problem in children. 

Body temperature is regulated reflexly, 
so that the amount of heat lost is equal to 
the amount of heat produced. The so-called 
thermoregulatory center lies in the hypo- 
thalamus. The actual sensing receptors are 
not so well identified, but apparently the 
temperature of the blood going to the hypo- 
thalamus and the thermoreceptors in the 
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skin, muscle, and other organs influence the 
center. It is also subject to a limited degree 
of control by higher centers. 

The body can lose heat by four methods: 
1) conduction—that is, by transfer of heat 
directly to a substance in contact with the 
body; (2) convection, or the heating of air 
which rises and is replaced by cooler air 
which is in turn warmed; (3) radiation to 
other substances with lower temperatures; 
(4) evaporation of body fluids. Normally all 
methods function to dissipate the heat pro- 
duced by metabolic processes. Radiation and 
evaporation are the most effective means, 
but all can be of importance in reducing 
body temperature. 

Under circumstances such that heat loss, 
from whatever means, becomes excessive, 
the body tends to conserve heat as much as 
possible. The blood flow through the skin 
is reduced by vasoconstriction and sweating 
stops. If this does not maintain temperature, 
then steps are taken to increase heat pro- 
duction. This is done chiefly by muscular 
contraction, which may be minimal—a tens- 
ing of the muscles and_pilo-erection—or 
more vigorous, when we term it shivering. 


Effects of Changes in Body Temperature 


Alterations in body temperature affect the 
functions of the body. These are outlined in 
tables 1 and 2. In general, elevation of body 
temperature increases metabolism. At ex- 
treme elevations (above 41.) the respira- 
tory and circulatory systems can no longer 
cope with the demand of the tissues, and 
hypoxia develops, which uncorrected will 
lead to death. On the other hand, a decrease 
in body temperature generally reduces met- 
abolism. At extreme reduction in tempera- 
ture the metabolism of the circulatory and 
respiratory organs is so impaired that they 
no longer fuction, and death again will re- 
sult. At temperatures below 30 C. apnea and 
cardiac arrest May occur. 

The child brought to the operating room 
is no longer physiologically normal. He has 
fasted and his metabolism is basal. There 
is a certain amount of central nervous sys- 
tem depression, which reduces muscular 
activity. His heat production therefore is 
minimal, An anticholinergic drug has been 
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Table 1 
Effects of Hyperthermia 


O, consumption increases 7% per degree F. 

Respiratory rate increases 5% per degree F. 

Heart rate increases 5-10 beats per degree F. 

Sweating increases, with fluid and electrolyte 
loss 

Blood volume decreases 

Vascular capacity increases 

Blood pressure falls 

EEG becomes abnormal 

Anesthetic requirements increased 


given and sweating is abolished, or at least 
seriously impaired. Upon this is superim- 
posed further depression of the central ner- 
vous system by the anesthetic agent. Except 
in the very lightest levels of anesthesia, this 
inactivates the thermoregulatory center and 
the child is now poikilothermic or “cold- 
blooded.” His body temperature will depend 
upon his environment. 

Waltman and Scott showed that within 
30 minutes after the start of anesthesia the 
skin temperature of the thigh and great toe 
approached the rectal temperature, even in 
cool operating rooms. With the relatively 
large ratio of surface area to body weight 
seen in small children, the small amount of 
heat produced in the basal metabolic state 
of anesthesia is lost by radiation and con- 
duction through this very effective radiator 
when the environmental temperature is low. 
Conversely, if the environmental tempera- 
ture is high, this “radiator” can then absorb 
heat much more quickly. 

Additional insults are heaped upon this 
defenseless body, however. The patient’s re- 
spiration is altered so that he may be breath- 
ing a cold, almost dry gas, as in open-drop 
ether anesthesia. The heat required to vapo- 
rize the ether comes from the inspired air, 
which readily reaches 0C., or less. At this 
temperature it is nearly dry, but upon ex- 
piration it is 95 per cent saturated with 
water vapor at body temperature. The heat 
required for vaporization must come from 
the patient, and in children up to 25 per 
cent of the body’s heat production may be 
lost in this way. With the non-rebreathing 
technique, although the gas is at room tem- 
perature, it is absolutely dry, and as much 
heat is lost in saturating the gas with water 
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Table 2 
Effects of Hypothermia 
O., consumption decreases 6% per degree C. 
(Shivering increases O., consumption) 
Respiratory rate decreases 
Heart rate decreases 
Vasoconstriction is marked 
Vascular capacity decreases 
Blood pressure falls 
Coronary flow increases 
Anesthetic requirements reduced 


vapor as is lost in the open drop technique. 

If soda lime is used, then heat is liberated 
in the reaction between carbon dioxide and 
the soda lime. When the to-and-fro system 
is used, the inspired gas becomes hot and 
saturated with water vapor so that it now 
gives heat to the cooler lungs. When the 
soda lime is some distance from the mask, 
as in the circle system, the temperature of 
the inspired gases is that of the room, al- 
though they remain saturated with water 
and no cooling effect is obtained by evapora- 
tion. 

Operating rooms seem to be either too hot 
or too cold. When they are cold the linen 
is cold, the instruments are cold, the air is 
cold. The child then tends to lose heat by 
radiation, conduction, and, if lightly draped, 
by convection. If in addition, there is an 
extensive incision, large moist surfaces are 
exposed where evaporation takes place, even 
though the child is not sweating, and this 
is the most effective means of lowering body 
temperature. 

When the room is too hot, or when the 
humidity is so high that evaporation is in- 
hibited, the heat-loss mechanisms are at 
best inhibited, or at worst heat may actually 
be absorbed from the lights, hot lap. pads, 
and so forth. 

It is not surprising, therefore, that the 
temperatures reported in the literature are 
so varied. Bigler and McQuiston, in 1951, 
reported that 60 of 98 patients developed 
fever while under anesthesia. On the other 
hand, Harrison, Bull and Schmidt recently 
reported marked falls in body temperature 
during anesthesia. In 607 children anesthe- 
tized at Duke Hospital in the past 6 months, 
84 per cent had a subnormal temperature at 
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the end of anesthesia. In each of these series 
the children under one year of age showed 
the lowest temperatures. In children above 
this age the average temperature rise re- 
corded in Bigler and McQuiston’s data was 
0.9C. above normal (37.5), whereas the 
Duke patients are 1.0 C. below normal. 

Although it is difficult to compare data of 
this sort, two striking differences between 
the series may be noted. The patients at 
Duke were anesthetized in air-conditioned 
operating rooms using principally non-re- 
breathing or open-drop techniques. The pa- 
tients at Children’s Memorial Hospital in 
Chicago were anesthetized largely using a 
to-and-fro technique in a nonair-conditioned 
room. One fact is incontrovertible—the tem- 
perature levels reached by children under 
anesthesia are capricious. 


Methods of Controlling Temperature 


How, then, can the body temperature be 
controlled, and in what range? The first re- 
quirement is that the anesthesiologist know 
what the temperature is. This is easily done 
with a relatively inexpensive electrical re- 
sistance thermometer. With the flexible 
probe inserted into the rectum or esophagus, 
a continuous record of body temperature 
may be obtained. 

In children below the age of 6 months, 
and probably in all children in air-condition- 
ed operating rooms, efforts must be made to 
conserve body heat. Keeping the child cover- 
ed at all times, preferably with loosely 
woven cotton sheet blankets, is a simple 
but effective device. It is just as important 
in the preanesthetic: and postanesthetic pe- 
riod as during surgery. 

Once anesthetized, the child becomes 
poikilothermic. With his metabolism mark- 
edly reduced and with his relatively large 
surface area, he will rapidly lose heat to his 
environment, and insulation now becomes 
impractical in many surgical procedures. 
The increased heat loss may be combated 
easily by the application of external heat. 
This may be done with warm bottles or 
some form of a heated mattress or pad. 
Care must be taken to see that the tempera- 
ture of the water bottle or mattress does not 
exceed 105F., for severe burns may be 
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caused at pressure points with higher tem- 
peratures. 

The most satisfactory device in our ex- 
perience has been a water mattress placed 
on the operating table and covered with a 
single layer of cloth. Water at the desired 
temperature may be introduced into the 
mattress when body temperature gets too 
low. More elaborate mattresses which cir- 
culate water at a controlled temperature are 
available. These have proved to be eminent- 
ly satisfactory, particularly in procedures 
carried out under hypothermia, but the 
cost is greater. 

Children do not always get cold under 
anesthesia. At times it becomes necessary 
to operate on a febrile child, or the environ- 
ment is such that the child absorbs heat 
after he is anesthetized. Again it is essential 
that the body temperature be known. Heat 
loss can be facilitated by covering the pa- 
tient with a minimal amount of drapes and 
cooling the body surface. The heat ex- 
changer used for warming—water bottles or 
mattress—can now be used to cool by fill- 
ing them with ice water. In cooling the 
patient, care should be taken to prevent 
shivering, if possible, since this markedly 
increases the oxygen requirements of the 
body and abolishes the muscular relaxation 
required in some surgical procedures. 

A moderate reduction of body tempera- 
ture during surgery seems to be beneficial. 
Less anesthetic is required and there is less 
danger of hypoxia or hypercarbia develop- 
ing, particularly if respirations are assist- 
ed. Certainly patients whose temperature 
throughout surgery is between 36 and 34 C. 
(96.8 to 93.2 F.) seem to have less morbidity 
postoperatively than those whose tempera- 
tures were above 37. 

Once the anesthetic is discontinued, the 
child’s temperature-regulating problem is 
not solved. Recovery from the central- 
nervous-system depressant drugs he has re- 
ceived may be slow, and in this period tem- 
perature-regulating mechanisms are not 
operating efficiently. The child who was do- 
ing well when his respirations were assisted 
under anesthesia may suddenly breathe so 
slowly, if cold, that ventilation is inade- 
quate. 


i 
* 
i 
“| 
4 


February, 1961 


As the cold child emerges from his anes- 
thetic depression he may start to shiver 
violently. This mechanism warms him 
quickly, but in the process his oxygen re- 
quirements are markedly increased. Very 
often he produces so much heat by this 
means that he cannot dissipate it, and his 
temperature may reach 38.5 or 39C. (101.3 
or 102.2 F.) before returning to normal. 
This shivering process seems to be reduced 
if the skin temperature is elevated. Cover- 
ing the patient with a blanket and placing 
warm water bottles around the body fre- 
quently prevent shivering and the asso- 
ciated overshooting of temperature. 

If the recovering child is placed in a hot 
environment, as so frequently happens when 
he leaves the air-conditioned operating 
room, he may not only absorb heat, but, if 
the anticholinergic drugs are still present 
in the body, he may not be able to sweat. 
At environmental temperature levels above 
94 F. sweating is the only effective means 
of dissipating heat. It is just as essential 
that the metabolism of the recovering pa- 
tient be kept within normal limits as it is 
for the anesthetized child, and prompt 


measures must be taken to reduce the tem- 
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perature. Sponge baths with ice water and 
the application of ice bags are effective ways 
of cooling postoperative patients. 


Summary 


Many of the problems associated with 
pediatric anesthesia arise from failure to 
recognize the deviation from normal body 
temperature. In the conscious patient, tem- 
perature is regulated by hypothalamic con- 
trol of the complex means of conserving or 
dissipating body heat. Under the conditions 
of the operating room the patient becomes 
poikilothermic and frequently is subjected 
to an abnormally cool or warm environment 
which causes a decrease or increase in body 
temperature. These changes are much more 
evident in pediatric patients because of their 
smaller body mass and relatively greater 
surface area. 


Less disturbance of the child’s physiologic 
processes will result if his temperature is 
constantly monitored and, utilizing our 
knowledge of temperature regulation, is 
maintained at a normal or slightly sub- 
normal level. The same vigilance must be 
exercised in the postanesthetic period. 


After watching my difficulty with prepar- 
ing this paper, my husband told our next- 
door neighbor that I had a narrow intellect- 
ual pelvis, and so gave birth to ideas slowly 
and with great pain. That was indeed the 
case with this particular labor, and some 
of the results may not appear to be full- 
term, at that. They are, however, as one 
of my friends said about her first-born, “the 
best I could do with the help I had.”” When 
I got my medical school and hospital train- 
ing (and I am afraid it is still so), tuition 
and direction in the area I am about to dis- 
cuss were hard to come by. 


Presented at the University of North Carolina Post- 
graduate Course in Medicine at Morganton on November 
2 and at Asheville on November 1, 1960. 


Problem Women and Women’s Problems 


ELEANOR B. EASLEY, M. D. 
DURHAM 


The Frequency of Psychosomatic 
Problems in Gynecologic Practice 


The fact has been established that emo- 
tional turmoil can cause disease. The me- 
chanism has been outlined, and the details 
are being filled in gradually. What many 
doctors formerly sensed has now become 
official. The first changes produced by stress 
are functional. If the functional disturbance 
is long continued, organic change follows. 

We know also that two factors are in- 
volved in the production of emotional tur- 
moil. One of these is the personality of the 
individual, and the other, the environmental 
pressures acting on that personality. Where- 
as some people are seemingly imperturb- 
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able, others are disrupted by the least trifle. 
The basic foundations for personality struc- 
ture and stability are formed in infancy and 
childhood; later modifications are relatively 
superficial. 


Both functional and psychosomatic dis- 
eases are very common in women today. 
Many cases seen in our offices belong pri- 
marily in this category, and almost all the 
cases we encounter have a functional com- 
ponent or “overlay.” In women, a dispro- 
portionate amount of psychosomatic disease 
seems to be gynecologic. Stress which might 
produce, in a man, a stomach ulcer is like- 
ly to cause menstrual disturbances in a 
woman. The menstrual cycle is a sort of 
mirror, reflecting many of woman’s dis- 
orders. I interpret this as consistent with 
the fact that reproduction is the tail that 
wags the dog in women. 


Problem Women 


Although most of my reading is medical, 
I am unable to avoid articles in lay publica- 
tions on the subject of what is wrong with 
women. According to many articles, women 
are, in one way or another, ruining their 
children, not doing their share of the world’s 
work, and pushing their husbands so hard 
that the husbands die off young. \Vot infre- 
quently the articles insinuate that women 
produce these undesirable results wilfully 
or through lack of effort, or because they are 
intrinsically inferior human beings. Problem 
women and women’s problems are almost in 
a class with the weather: Everyone talks 
about them and nobody does anything about 
them. The idea has occurred to me that this 
nonintervention prevails because women 
and their problems are just about as un- 
controllable as the weather! 


Fresh from reading such articles, I go to 
my office and there listen to women of all 
kinds and ages. I am a fine listener, because 
when I first got into this situation I didn’t 
know anything else to do. Not in my home, 
or in public school, college, medical school, 
or postgraduate work was I trained for deal- 
ing with my own or other women’s prob- 
lems. 


Now seems as good a time as any to cau- 
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tion you about my prejudices and to scruti- 
nize the effect of my personality on this 
presentation. Selye’s book, The Stress of 
Life’, gave me not only an understanding 
of the mechanism producing organic dis- 
ease from stress, but also a fresh awareness 
of the importance of the subjective elements 
influencing any observer. On page 5, Selye 
says: “It seems to me that most people do 
not fully realize to what extent the spirit of 
scientific research and the lessons learned 
from it depend upon the personal view- 
point of the discoverers at the time basic 
observations were made.” I have discovered 
nothing, but my dealing with patients and 
my reading have been subjectively greatly 
affected by the fact that I am not only a 
woman but one type of problem woman. I 
had a terrible time growing up as a female, 
and had no understanding of my own prob- 
lems. They had, in fact, been leading me 
around by the nose for years before I had 
any idea of what they were. I am still some- 
what angry at a society that made of me, 
at least to some degree, a case of “rejection 
of femininity syndrome.” It’s very uncom- 
fortable being schizoid, with a feminine type 
of personality for home and social life and 
a masculine type of personality for work. 

Probably because I am a woman, patients 
know they can count on me for a sympathe- 
tic hearing. It is undoubtedly evident that 
I think women have essentially good sense 
and are capable of valid observations. I be- 
lieve this is one reason that women come 
nearer telling the complete, unvarnished 
truth to me than they do to men doctors or 
to their husbands. In fact, they blurt right 
out and say so. Many a woman has told me, 
“T’ve been wanting to talk to a doctor about 
this, but I couldn’t bring myself to ask a 
man”; or, “I told Dr. X that my sex relations 
were fine; I was ashamed to admit such 
trouble to a man”; or, “I don’t want my 
husband to know about this. Mostly, we get 
along well and I wouldn’t want to hurt him 
or have him think ill of me.” 

Women are particularly reluctant to dis- 
cuss sex troubles honestly. At this time, 
1960, in the U.S.A., men seem to value 
women more as sex partners than as 
mothers. Hence, women feel devalued and 
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threatened if they admit to any sex diffi- 
culties. 

Out of their dependence on men—which 
dependence means potential or actual sub- 
servience in their dealings with men — 
women have found it expedient, possibly 
necessary, to misrepresent and_ distort. 
Sometimes their behavior is conscious, 
sometimes unconscious. Before you gentle- 
men react automatically with censure, con- 
sider for a moment how scrupulous you 
would be in presenting the absolute, com- 
plete truth to your boss if this truth was 
clearly going to have a bad effect on your 
status with him. 


Women’s Problems 


Nearly all of women’s problems, as I 
have observed and read about them, seem 
to go back in one way or another to men 
and children. Money provided by the men 
and needed for the children complicates 
most cases. 

Woman’s built-in, unchanging, primary 
role is the production of children. For this 
production job, men are necessary. In addi- 
tion, they are intrinsically attractive as sex 
partners. Their importance to women is 
secondary only to that of children. In the 
production of children women find their 
greatest fulfillment and happiness. Their 
central problem is how to fit their primitive, 
unmanageable, unchanging function into 
the ever-changing—and at this time, fast- 
changing—environment of our complicated 
civilization. 

Children (and reproduction) 


Producing babies in the world today 
brings to woman a wide variety of prob- 
lems which trouble her tremendously and 
get mixed up in many of her psychosomatic 
syndromes. In regard to child production, 
women are in a position not unlike that of 
wheat farmers. The law of supply and de- 
mand is against them. Women and farmers 
alike are plagued with surpluses which de- 
value their products. The population explo- 
sion that doctors have been hearing about 
for some time is now often in the public 
press. 

Since contraception can usually be made 
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to work if one is willing to go to enough 
trouble, having babies is semi-voluntary for 
most couples. During pregnancy and while 
caring for small children, women are less 
able to do other work and are greater eco- 
nomic liabilities to their husbands. Children 
are almost pure economic liabilities. As a 
result, having a baby sometimes amounts 
psychologically, for a woman, to an expen- 
sive personal indulgence. It does not auto- 
matically accord her prestige, as was the 
case when children were economically valu- 
able. Many women say, “I’d love to have 
another baby, but my husband says we can’t 
afford it.” Catholic women, with the prestige 
of the Lord’s will behind their baby produc- 
tion, have a notable serenity. 

Case 1 illustrates the devastating effect 
of a miniature “population explosion” in a 
family of limited means. It illustrates also 
the usual inextricable interrelationship of 
children, sex (men), and money in produc- 
ing one woman’s problems. 


Case 1 


Mrs. A. was a 33 year old married mother of 
four children. All her physical and laboratory 
findings were within normal limits, and the 
general history was noncontributory. 

These were her presenting complaints: (1) “I 
have turned against my husband, not just sex- 
ually, but in every way. He’s an affectionate 
man, and I can’t bear to have him touch me. 
When he comes near me, even though I try not 
to show my feelings, I can’t help drawing away.” 
(2) “For two weeks I have been at the point that 
I cry all the time, and I don’t know why.” 

Here is the background of her case: 

In 1947 the patient, then a nurse aged 20, was 
married to a 23 year old student. In the modern 
pattern, she continued to work while he was still 
in school. 

In 1949 they had their first child, a girl. The 
pregnancy was planned; pregnancy and delivery 
were normal. 

In 1951 the second child, a boy, arrived. This 
also was a planned pregnancy and all normal. 
By this time the couple was settled in a small 
North Carolina town, and the husband, a pro- 
fessional man, was working as a salaried em- 
ployee for a firm. They were happy. 

In 1954 a third child, a daughter, was born 
after another normal pregnancy and delivery. 
This pregnancy had not been planned, but had 
resulted from a condom failure. 

In 1958 the family acquired a new house, and 
to help pay for it the patient went back to work 
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as a nurse. “I would rather have stayed home 
with the children,” she said, “but the youngest 
was 4 and it seemed to work out all right. We 
really needed the money.” Here it came out that 
the husband’s salary was inadequate, and that 
the advancement which had been implied, if not 
promised, when he came to the firm had not 
materialized. One could sense the predicament 
of this young man. He was saddled with a wife 
and family, and therefore was in no position to 
strike out on his own or to demand more money. 

In July, 1960, the fourth child and third girl 
was born after a physically normal pregnancy 
and delivery. This pregnancy had emphatically 
not been planned, but was the result of a dia- 
phragm failure. The patient was upset through- 
out the pregnancy, in spite of taking Miltown. 
She had to quit work, and financial worries were 
great. At the seventh month of this pregnancy 
her present illness began. She turned against her 
husband. 

It is likely that the beginnings of the present 
illness go back to the beginning of the marriage. 
When this couple were first married in 1947, 
they were happy in every way, including their 
sex adjustment. As the years wore on, the patient 
felt proud that her husband seemed to find her 
sexually as attractive as when they were first 
married. “He’s always been a once-every-night 
man except during menstruation,” she said; and 
then, “From listening to my friends, I’ve learned 
that most couples don’t have sex relations so 
often and I’ve tried to kid him a little about 
slowing down at our age, but he doesn’t say any- 
thing. Until the last two weeks I’ve never talked 
to him about sex. I’m just plain scared to. I’ve 
always been crazy about him, and he is so good 
to me in every other way. After 13 years of 
marriage, we’ve been more in love and got along 
better than any other couple I know—until this 
trouble started.” 

On the standard schedule of intercourse every 
night the patient had been responsive and reach- 
ed an orgasm about a fourth of the time. The 
other three fourths of the time, she hadn’t mind- 
ed, had been more or less neutral. Intercourse 
during the last unwanted pregnancy had been 
three times per week until the onset of the pre- 
sent illness at the seventh month. Since delivery, 
the patient’s libido and sexual responsiveness had 
been gone, absolutely and completely. And, as 
before noted, she had reached the state where 
she cried all the time and cringed if her husband 
tried to kiss her or touch her hand. Her doctor 
at home attributed this changed attitude to fear 
of pregnancy, and recommended that she have 
her tubes tied. She did not want to have this 
done in her home town where everyone would 
know of it, and had therefore come to Durham 
to arrange for the operation. 

I did not do a tubal resection for this 


woman. I didn’t think a tubal resection 
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alone would cure her. But if I had thought 
so, I couldn’t have done one. Two consulta- 
tions are required before a tubal resection 
can be done in Watts Hospital, where I 
work. This regulation and many others per- 
taining primarily to women and pregnancy 
are imposed, usually, by elderly males so 
far past personal involvement that they have 
forgotten what such problems are like! This 
is, in a way, regulation without representa- 
tion. Population explosion or no, we go right 
on forcing many women to have babies they 
don’t want. I quote from Karl Menninger, 
who was writing about the psychiatric as- 
pects of contraception, but whose remarks 
pertain here also: 

The reason that contraceptive knowledge and 
counsel seem to the psychiatrist to be essential 
is based not upon considerations of the welfare 
of the adult, but upon the consideration of the 
welfare of the child. Nothing is more tragic, 
more fateful in its ultimate consequence than 
the realization by a child that he was _ un- 
wanted." 

I really don’t know whether our laws and 
customs in this area could be improved. I 
suspect that they need re-evaluation. Many 
great changes have come about since these 
rules were formulated. I feel absolutely sure 
that in many individual instances they im- 
pose undue hardship. The law requiring that 
silver nitrate be put into the eyes of new- 
born infants is a simple example of how 
legislation may lag behind progress. 


Men (and sex) 


I need waste no time elaborating on the 
relative values of children and sex in the 
marriage discussed in case 1. The case is a 
rather extreme example of the predominance 
of one male’s pattern of sexual behavior, 
with total disregard of the female involved. 
In my opinion, the inability of a husband 
and wife to talk about sex matters was 
formerly more common than it is today. I 
think it is always undesirable. With sex 
education still a hot potato and in general 
badly managed, how can a man or woman 
who can’t discuss the subject know how the 
mate feels? The premarital interview offers 
the best opportunity to prevent this unde- 
sirable handicap. Usually the bride is the 
only one to whom I have the opportunity 
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to talk, but I make a point of stressing to 
her the desirability of communication. After 
all, the sex technique of any couple is a 
highly individual matter perfected to a 
large degree by trial and error, sometimes 
with and sometimes without “book learn- 
ing.” 

I believe that women’s sexuality is tre- 
mendously affected by psychologic and 
sociologic factors. One trouble with human 
females is that they can think, and remem- 
ber, and predict what lies ahead. The case 
I have presented demonstrates late psycho- 
sociologic damage; there is also a biologic 
factor with which I will deal later. If there 
had been plenty of money, the last baby 
would likely have been completely welcome 
and the patient would have continued to 
accommodate to her husband’s sex pattern 
without too much trouble. 

Usually, cultural damage to female sexu- 
ality comes earlier. The fear of illegitimate 
pregnancy is great in the parents of female 
children. Repressive conditioning — starts 
early, and in many cases is unduly thorough. 
I’ve heard my partner, Dr. Richard Pearse, 
say, “Preparation for marriage begins at 
birth.” The necessity for control of the sex 
activity of young people derives obviously 
from the lag of economic maturity five to 
ten years behind biologic maturity. All civili- 
zations have found control necessary. A 
clear understanding of the dilemma _ helps 
young people who are semi-desperate with 
the urgency of their sex drives. And girls 
can understand readily why the main bur- 
den of policing falls on them, since they are 
the ones who risk economic incapacity and 
social censure through illegitimate preg- 
nancy. The girl who understands that she 
has, and why she has, a culturally imposed 
handicap in responding sexually does not 
fall flat on her face psychologically during 
her honeymoon, even though her sexual 
initiation does not measure up to the ex- 
pectations she may have derived from fairy 
tales, movies, and popular love songs. 

The premarital examination offers a real 
opportunity to prevent difficulties in sex ad- 
justment. Since sex difficulties are very often 
a factor in psychosomatic gynecologic dis- 
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orders, it follows that the premarital inter- 
view is an opportunity in preventive medi- 
cine. We do a little better than formerly, but 
we still do badly with the sex education of 
the young. In the early nineteen-forties a 
confidential investigation of the parents of 
college students showed that, for one of 
every three married women, sex relations 
were an ordeal to be avoided if possible. 
This brings me to case 2, not yet fully de- 
veloped, but already perilously close to be- 
ing hopeless. 


Case 2 


Mrs. C., a married nulligravida, was an exceed- 
ingly attractive young woman. She came because 
of sex troubles that had existed throughout the 
two years of her marriage. The patient’s mother 
and father, both aged 40, got along well. The 
patient was an only child. Her mother had told 
her of menstruation before it started, and just 
before her marriage had talked with her a little 
about sex relations. When the patient was 11, 
the little girl next door “told me some awful 
things and Mother had to straighten me out.” 
When she was 16, a male friend of the family 
tried to make advances. At 17, while she was 
living as a soldier’s bride in a trailer near an army 
camp, she was terrified when a soldier neighbor, 
a former psychiatric patient, tried to rape her. 

She had had no premarital pelvic examination; 
the doctor who signed her health certificate 
checked her heart and did a blood test. After 
marriage, intromission required two months— 
harrowing months for the patient. She was con- 
ditioned to dread sex relations. At her husband’s 
approach she became tense, pale, and trembling, 
and she put him off whenever possible—usually 
for two or three weeks at a time. “I just don’t 
care a thing about it,” she said. Otherwise, she 
got along well with her husband. Her physical 
findings were normal except that she resisted, 
trembled, and actually wept during pelvic ex- 
amination. 

I suspect that this case is one of the re- 
latively uncommon ones where a correctable 
anatomic condition, a resistant hymen, was 
an important factor. I have had little or no 
luck with cases of such long duration as 
this one. I tried to get her to go to a psychia- 
trist, but she didn’t do it; “Johnny says 
no”’—Johnny being her husband, of course. 
Even a psychiatrist working dozens of hours 
might not have been able to help her, but a 
fraction of the psychiatrist’s time spent in 
providing more enlightened sex education. 
plus a good premarital examination and in- 
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terview, would almost surely have prevent- 
ed her trouble. 

Freud, in his book, Civilization and Its 
Discontents, expressed eloquently the need 
for a change in the education of young 
people: 

That the upbringing of young people at the 
present day conceals from them the part sex- 
uality will play in their lives is not the only 
reproach we are obliged to bring against it. 
It offends too in not preparing them for the 
aggressions of which they are destined to be- 
come the objects. Sending the young out into 
life with such a false psychological orientation 
is as if one were to equip people going on a 
Polar expedition with summer clothing and 
maps of the Italian lakes. One can clearly see 


that ethical standards are being misused in a 
way. The strictness of these standards would 


not do much harm if education were to say: 
‘This is how men ought to be in order to be 
happy and make others happy, but you have 
to reckon with their not being so.’ Instead of 


this the young are made to believe that every- 
one else conforms to the standard of ethics, i.e. 


that everyone else is good. And then on this 

is based the demand that the young shall be 

so 

Some time back, I dealt with the need for 
young women to understand the effect of 
our culture on their sexuality. A bride needs 
also to have a clear understanding of her 
husband’s sex problems in early marriage. 
His is the main performance, of tremendous 
importance to him; and he is obliged to face 
it without optimal experience, since women 
of the type he would be willing to marry 
are not readily available for practicing pur- 
poses. This is his culturally imposed handi- 
cap. In some cases, at least, a bridegroom 
will be nervous and have less voluntary con- 
trol than he will have later after more ex- 
perience. This is readily understandable, but 
not well known to young girls; neither do 
they realize ordinarily how sensitive men 
are likely to be with regard to sex perfor- 
mance. A bride needs to know these things; 
if she doesn’t, she can inadvertently cause 
her husband great distress. Further, she 
needs to know specifically that her husband 
can best acquire skill in pleasing her sex- 
ually if somehow she lets him know how 
she feels—that is, which of the techniques 
he tries are most effective for her. 


Both partners need to know that sex re- 
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sponses are to a considerable degree involun- 
tary. One cannot be aroused or respond at 
will any more than one can decide to digest 
a dinner quickly or have the heart beat 
slowly. In so far as different individuals are 
concerned, this fact is well known. Every 
male knows why he doesn’t whistle at the 
homely girls on a street corner. That the 
sexual responsiveness of females should vary 
during the different phases of the menstrual 
cycle is reasonable, but not well known to 
men generally. “La Donna e mobile”’ is built 
in. We know that in animals mating be- 
havior is correlated with hormone titers and 
physiologic readiness for pregnancy. If a 
human female were raised in the woods like 
a lady Tarzan, the chances are that she 
would go into heat like any. other female 
animal. Human habits being what they are, 
she merely notices that at some time she 
feels more responsive than she does at other 
times. 

I have had several cases of normal, well- 
adjusted girls sent by their husbands for 
the sole purpose of finding out why they 
didn’t want to have sex relations as often 
as their husbands. Most young people don’t 
think through the fact that monogamous 
marriage has evolved from economic and 
sociologic pressures, and is not ideally suited 
to the sex needs of either males or females. 
Women, realizing the importance of sex to 
men, try very hard to compensate for this 
discrepancy. Nevertheless, some of them re- 
port that sex relations are a trial during 
pregnancy and lactation. 

How well women get along with inter- 
course under unphysiologic conditions de- 
pends tremendously, again, on psychologic 
and sociologic factors. When her physiology 
is inappropriate, a woman is likely to be 
unable to respond sexually if she doesn’t 
like her husband, or feels that he has let 
her down or can’t take care of her if she 
gets pregnant, or that he is behaving at the 
moment like a stinker. Sometimes these 
considerations have an effect potent enough 
to block responsiveness altogether, regard- 
less of physiology. In one case, I finally trac- 
ed a breakdown in adjustment back to a 
fight in which the husband sided with his 
mother against his wife. In a recent case, 
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levels promptly 


DECLOMYCIN Demethylichlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tétracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 


THERAPY THERAPY 


150 mg. 


antibiotic. 
activity | 
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DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 
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LOMYC 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2. and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day--divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Concerning Your Health and Your Income 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
SPECIAL GROUP ACCIDENT AND HEALTH PLAN 
IN EFFECT SINCE 1940 


This is our 21st year of service to the Society. It is our aim to continue to lead the field in provid- 
ing Society members with disability protection and claim services as modern as tomorrow. 


SPECIAL FEATURES ARE: 


1. Up to a possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 


3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under 55, and in good health, are eligible to 
apply for the new and extensive protection against sickness and accident. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


a COST UNTIL AGE 35 COST FOR AGES 35 TO 70 

Accidental Death Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Coverage or Hearing Sickness Benefits Premium Premium Premium Premium 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for $20.00 
daily hospital benefit—Premium $20.00 semi-annually or $40.00 annually. 
Write, or call us collect (Durham 682-5497) for assistance 
or information 


ALL CLAIMS ARE PAID IMMEDIATELY FROM OUR OFFICE. 


Administered by 
J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Box 147, Durham, N. C. 
J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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the breakdown followed the husband’s sec- 
ond attack of rheumatic heart disease—an 
incapacitating one which would have made 
another pregnancy a disaster. The direct 
effects of poor health and fatigue are too 
well known to require comment, although 
the latter is often overlooked. 


Money (and part-time motherhood) 


Some problems seem to be intrinsic to 
the part-time motherhood pattern which 
has evolved as a compromise between world 
economic pressures and women’s continued 
desire for children. A woman who realizes 
that she can have only one or two babies 
gets the feeling that she must do a perfect 
job on the ones she has. Before she can be 
convinced that this goal is impossible, she 
has usually done considerable damage to her 
first child. Trying too hard makes her tense 
and has an effect exactly opposite from the 
one she wished. As with any other job, expe- 
rience brings skill. A woman gets to be a 
better mother after she’s had a child or 
two—but by that time, nowadays, she’s 
through. There is no trouble more devastat- 
ing to a woman or better calculated to make 
her functionally ill than trouble with a child 
or children. One of my patients has had up- 
set menstrual periods for the past two sum- 
mers. When I asked her about worries and 
troubles, she admitted shamefacedly that her 
rebellious late-teen-age son was about to 
drive her crazy. She could hardly wait until 
he went back to school. 

When to have babies is a second problem 
associated with part-time motherhood. Eco- 
nomic considerations dictate postponement. 
Biologic considerations favor not waiting. 
The girls who wait for a convenient time 
risk infertility, a higher incidence of obstet- 
ric trouble, and a greater risk of fetal abnor- 
mality. About 10 years ago, speaking to the 
Duke medical students, Dr. Dougald Baird, 
world-famous professor at the University of 
Aberdeen, made this statement: “If I were 
assigned by Stalin the job of preventing 
pregnancy wastage [failure while working 
for Stalin meaning, of course, one’s job 
and/or survival], I would require that every 
woman have one baby before the age of 20, 
three more before the age of 30, and then 
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stop.” 

Economic pressure is usually the main 
difficulty for the girls who go ahead and have 
babies while they are young. Husband-wife 
controversy produced by economic difficulty 
not infrequently demoralizes the husband 
and may destroy the marriage. Economic 
problems doubtless contributed to Mrs, G.’s 
difficulties with marriage and motherhood. 


Case 3 


Mrs. G. was a 36 year old divorcee, the mother 
of three children. Her general physical and labor- 
atory findings were normal. Her pelvis was ana- 
tomically perfect. Since 1951 she had had episodes 
of intermenstrual and excessive menstrual bleed- 
ing. She required a dilatation and curettage in 
1954, and another in 1955. Normal endometrium 
was reported both times, and her Papanicolaou 
smears have been normal. For a long time she 
has been just short of being overwhelmed by 
emotional and environmental troubles. 

She was an only child. Both parents were liv- 
ing, and emotionally dependent on her. When the 
father was forcibly retired, her parents moved 
to the same town where the patient lived, and 
her mother continued to try to tell her what to 
do. This the patient resented. Said she: “I didn’t 
like the way I was raised. They were very Vic- 
torian about me. I went through the depression 
with them. I didn’t even get through high school 
—didn’t even have that chance.” 

In 1940, at the age of 16, she married and had 
her first daughter. A second daughter was born 
in 1942, and a third in 1945. In 1947 she left her 
husband because of his gross infidelity and be- 
cause he was “irresponsible, inconsiderate, and 
unfeeling.” She didn’t want her daughters ex- 
posed to him. 

Before judging, one needs to know both sides 
of a controversy, and unfortunately we don’t have 
the husband’s story. As the patient spoke of him, 
her terrific resentment was still evident. He con- 
tributed nothing to the support of the children, 
and she didn’t know where he was. Since 1947 
she had been working 40 hours a week to support 
herself and the children, and had managed to 
work into a pretty good business situation. From 
1951 to 1960, she reacted to crises by the men- 
strual disturbances already mentioned. 

The past year had been really grim: In Novem- 
ber she had a cholecystectomy for stones. In 
February her parents moved to town. Spring 
brought the fear that her second daughter, 18 
years old, was going to marry an irresponsible 
boy. (Parents always fear for their children 
those hazards which have been significant in 
their own lives.) In July she discovered that this 
daughter was illegitimately pregnant. The other 
girls, aged 15 and 20, had taken the situation 
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calmly, but the patient dreaded having her par- 
ents learn of it. When she came this fall for her 
gynecologic check, there were new stress re- 
actions: She smoked two packages of cigarettes 
per day, and averaged two Miltowns per day; 
she had had diarrhea all summer; her blood pres- 
sure was up from 110/70 to 130/90. Two days 
previously, she had been forced to quit work 
because of brief dizzy spells and a tight feeling 
in her head. 


Motherhood in Our Culture 


A significant number of books say that 
our culture is unfavorable to women and 
motherhood, and that this is so because it 
has been created and dominated by males. 
I quote from Georg Simmel, a German 
philosopher: 

Our whole civilization is a masculine civiliza- 
tion. The state, the laws, morality, religion 
and the sciences are creations of men... all 
these categories belong as it were in their form 
and their claims to humanity in general, but 
in their actual historical configuration, they 
are masculine throughout. Supposing that we 
describe these things, viewed as absolute ideas, 
by the single word “objective,” we then find 
that in the history of our race, the equation, 
objective = masculine, is a valid one. The rea- 
son that it is so difficult to recognize these his- 
torical facts is that the very standards are not 
neutral. Inadequate achievements are called 
feminine, whereas distinguished achievements 
even by women are called masculine.4 
From this Simmel! does not deduce, as is 

commonly done, an inferiority of women, 
but he goes on to say: 

The greater importance attaching to the male 
sociologically is probably due to his position of 
superior strength .. . Historically the relation 
of the sexes may be crudely described as that 
of master and slave. Here, as always, it is one 
of the privileges of the master that he has 
not constantly to think that he is master, 
Whilst the position of the slave is such that he 
can never forget it.4 
Recently, a new theme is to be found in 

books dealing with social problems—namely, 
that our culture’s interference with the pri- 
mary mother-child unit has had a boomerang 
effect on everybody. Some books allege that 
bad mothering resulting from unfavorable 
cultural pressures has caused the higher 
incidence of neuroses, psychoses, juvenile 
delinquency, and crime. James Clark Mo- 
loney, an American psychiatrist, has written 
several books on the subject. Here is the 
opening statement from his book entitled 
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Fear: Contagion and Conquest: 
My thesis is that emotionally stable, normal- 
ly integrated, emotionally mature adults de- 
velop by being afforded properly measured 
mothering by relaxed loving mothers through- 
out the first three to five years of their lives. 
And further my thesis is that normal, non- 
neurotic mothers made tense by real dangers 
can inoculate their babies with their own nor- 
mal fears and thus cause their babies to grow 
into neurotic adults .. 5 
In another book, The Battle for Mental 
Health, Moloney says: “It is not that the 
neurotic woman will not afford her child 
love; the awful truth is that she cannot af- 
ford her child love, despite her conscious 
efforts (to comply with conventional re- 
quirements) 

Most of the women who are our obstetric 
patients have had no preparation for mother- 
hood. They are obliged to learn as they go 
along with the first baby. Except for mar- 
riage courses in a few universities, our edu- 
cational system continues to ignore this 
problem. Effective action to meet this need 
and the need previously mentioned for real- 
istic sex education is perfectly possible and 
would favorably affect motherhood and 
fatherhood. 


Modern obstetric practice has been censur- 
ed as one of the more important influences 
unfavorable to motherhood. We are accused 
of having made childbirth antiseptic, anes- 
thetic, and emotionally unrewarding in the 
process of making it safe. These allegations 
are relatively recent. In my early years, | 
hadn’t heard of them at all. Then the em- 
phasis was on lowering maternal mortality 
by prenatal care and hospital delivery. This 
emphasis appealed greatly to me, for as a 
girl of 11 or 12 I had heard a woman in the 
other side of our duplex house moan for 
three days and then die without giving birth 
to her baby. 

Experience on a hospital teaching service 
reinforced such feelings. Our service was 
loaded with abnormal cases—more often 
than not, bedraggled, dirty, worn-out speci- 
mens gathered from far and wide. Human- 
itarian considerations were not much in evi- 
dence. During the long hours of waiting, 
these women were treated impersonally by 
bored young doctors and by young nurses 
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generally more interested in the doctors 
than in the patients. The doctor was the star 
of the show. He had no time to wait around 
for the patient to be ready for delivery. She 
was given an anesthetic while she waited 
for him. When the doctor arrived, he pro- 
duced the baby for the anesthetized patient. 

I started private practice in 1942, and it 
brought me, in a shocking hurry, to a very 
different situation: the responsibility for 
high-class, normal obstetric patients. Male 
obstetricians in significant numbers were 
sent off to war. Suddenly, I found myself 
with friends, friends’ wives, and my only 
sister as my obstetric patients. These friends 
started my education in the psychology of 
parturient women. 

The natural childbirth movement was the 
next really important influence. I have never 
been convinced that natural childbirth is 
without pain. It seems rather that the 
women are so glad for the constant kind 
attention they receive that they don’t mind 
their discomfort. No one who has seen a 
natural childbirth can doubt the emotional 
value of the experience to these women. It 
is possible, however, to use conservative 
methods of pain relief, and at the same time 
give a woman this feeling of participation 
and accomplishment. I have come to be- 
lieve that, along with providing a safe de- 
livery, we doctors have the obligation to 
try to help a woman do a good job in child- 
birth, and above all, to make her feel that 
she has done a good job. Here is the best 
of all possible chances to bolster 2 woman’s 
self-esteem. Women are people, too, with a 
need to feel important. The average wife 
feels terribly unimportant. 

Conclusion 

The interns around our hospital used to 
say, “We're not paranoid; we are persecut- 
ed.”” What I have been saying is that women 
do have real problems, and that their prob- 
lems derive largely from the cultural forces 
to which they are trying to adapt. Their 
built-in destiny, the major role in repro- 
duction, is unchanging. As civilization ad- 
vances, reproductive biology remains little 
modified. As socioeconomic factors take in- 
creasing precedence over biologic factors, 
women are disproportionately affected. The 
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geese that lay the golden eggs are having a 


hard time. 

The need to remedy women’s troubles is 
overwhelmingly important for children. The 
welfare of women and the welfare of chil- 
dren are inseparable. The need to remedy 
women’s troubles is almost as important for 
men as for women, since the true welfare of 
one sex depends on that of the other. A 
woman who is a problem to herself is a 
problem to her husband and to her children. 

Progress was impossible as long as wom- 
en’s problems were attributed to intrinsic 
peculiarities of the ““weaker sex.” There is 
hope of progress now that the finger of sus- 
picion has been redirected toward the ex- 
ternal forces which condition women’s be- 
havior. I believe that the problems plaguing 
women in this late twentieth century are 
worthy of serious study and, wherever pos- 
sible, amelioration. 

Actually there are signs that this enor- 
mous undertaking has started; but social 
change moves by decades, generations, or 
even centuries. For a long time we doctors 
will be seeing neurotically, functionally, and 
psychosomatically ill women. One such 
patient can disrupt both an office schedule 
and a busy doctor’s perspective. Some pat- 
ients seem not to justify extensive salvaging 
efforts. For dealing with them, I recommend 
a technique described by Dr. Hugh Mat- 
thews of Canton, N. C." If a serious effort 
is justified, the technique of Dr. Maurice 
Greenhill, formerly of the Duke University 
School of Medicine, will be better.* Simple 
kindness is magic for all these troubled 
women. 
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Better Care for the Mentally Sick 


W. RANEY STANFORD, M.D. 
DuRHAM 


I have long been interested in the care 
of the mentally sick. In fact, I spent nine 
years on the Dix Hill Hospital Board during 
the time when the patients there received 
little more than custodial care. By a little 
exaggeration you could almost say that for 
these poor afflicted people the doors of 
these institutions opened only one way. In 
those days most of the money that was 
appropriated was spent on brick and mortar. 
I have hoped for a long time to see a new 
day dawn for the inmates of these institu- 
tions. I am sure that if one looks carefully 
one can see the beginning of light in the 
east, but there are still many things to do. 
It would seem proper to make some sugges- 
tions that might hasten the coming of this 
day. 

First, we should set up a proper wage 
scale that would enable the doctors who 
work in these institutions to give their 
time and skill to the study and treatment of 
the patients without worrying about secur- 
ity. 

Second, we should set up an adequate 
postgraduate training program for the 
doctors who practice in these institutions 
(a rotating type of instruction) so that 
these young men shall be adequately 
taught. Along with this postgraduate 
teaching program we should encourage 
resident training in these institutions. A 
well informed staff would be of great 
service not only to the young doctors 
themselves but to the patients. If such a 
program were instituted, within 5 or 10 
years North Carolina would have a psychia- 
tric program that would rank high in 
quality among the states of the union. 

Most doctors know that psychiatric 


methods in common use are serving a great 
purpose and are making useful citizens out 
of many people who formerly would have 
been a total loss. One wonders, however, 
if we are really handling this situation in 
the most humane and sensible way. After 
all is said and done, many patients in 


psychiatric institutions are still little more 
than prisoners. Of course, much is being 
done to make them happier and more 
contented — television, movies, books, and 
all sorts of entertainment are being provid- 
ed; but still one wonders if we are really 
giving the type of therapy necessary to get 
them back into society as soon as possible. 
The thought that comes to my mind is 
not new. Dr. Burlingame, at the Hartford 
Retreat in Hartford, Connecticut, long ago 
set up what was called an Institute of 
Living. I do not know exactly how this 
institute was run, but the idea appeals to 
me. The concept that I get is something 
like this: 

Wouldn't it help if we could get these 
people, especially the younger ones, in 
some institution where we could teach them 
how to live, how to play, how to work, how 
to be useful citizens again? Tests could be 
given to determine what they are fitted to 
do, and they could be taught how to do the 
things for which they are best equipped. 

Such a program would be expensive, but 
we could start in a small way. To our drug 
therapy, to our physiotherapy, to our 
psychotherapy, to our psychoanalysis, and 
to all the other methods that psychiatrists 
employ, let us add a real occupational 
therapy program that would teach these 
people how to live. 

I believe in all that is being done to 
reclaim our feeble-minded children, and I 
believe in all that is done to make life 
pleasanter and happier for our older people; 
but I wonder if we are doing enough for our 
adolescents and young adults who break 
when they first begin to meet the problems 
of life. These young people do not belong 
to our feeble-minded group. As a matter of 
fact, many have superior intelligence. They 
are just too delicately made and_ too 
sensitive to stand the stress and _ strain 
of modern living. Many of their problems 
are the creatures of their superior imag- 
ination. Of course, many of our middle- 
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aged and older patients come under the 
same category. In brief, we are allowing 
some of our very best brains to go to waste. 
I am convinced that a commonsense ap- 
proach could reclaim a substantial number 
of these people; and even if we do not 
completely rehabilitate them, we would have 
the satisfaction of putting them mvre in 
tune with their environment and making 
them happier. 


Report from 
The Duke University 


Poison Center 
Jay M. Arena, M.D., Director 


LEAD POISONING 
Part Two 

The appraisal of the significance of lead 
absorption by means of analysis of the urine 
is much more difficult and much less 
effective than that of analysis of the blood, 
especially with children, in whom there is 
a wide physiologic variation in 24-hour 
urinary volume. Factors such as dehydra- 
tion and acidosis, often accompanying the 
acute episode of lead poisoning in children, 
can alter the urinary output of lead in the 
untreated patient, so that the amount 
excreted may fall within the normal range. 
The collection of an uncontaminated sample 
of urine from a young child for the purpose 
of lead analysis is usually difficult, extreme 
precautions being required to prevent 
contamination of the urine with lead. 

Administration of calcium EDTA to 
patients who have abnormal amounts of 
lead in their tissues is followed by a rise 
in urinary excretion of lead. This increased 
lead excretion following the administration 
of edathamil has been suggested as the basis 
for a diagnostic test. Patients receiving 
edathamil therapy should excrete 1.5 mg. or 
more of lead in the urine on any one of 
the first three days of treatment. This test, 
while by no means as satisfactory as that 


for the determination of the level of the 
urinary excretion of lead prior to any 
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therapy, may be more practical than the 
collection and analysis of a 24-hour urine 
specimen from an untreated patient where 
a delay in therapy is hazardous. 

The stippling of red cells in the blood 
smear is often a better guide to lead damage 
than the blood or urine lead level. Stippling 
may be absent in the rare cases of sudden 
massive ingestion of lead with a rapid 
onset of symptoms, but usually more than 
20 stipple cells per 50 oil immersion fields 
are present in lead poisoning, and serial 
determinations show an increase of stippled 
cells as poisoning becomes manifest. 

Recently it has been reported that obser- 
vation of red fluorescence in erythrocytes 
examined under ultraviolet light is a simple 
reliable means of detecting lead poisoning. 
From 75 to 100 per cent of the erythrocytes 
were fluorescent in thin wet-drop prepara- 
tions of heparinized blood in a group of 
children with untreated lead poisoning. Less 
than 51 per cent fluorescence occurred in 
erythrocytes from healthy subjects and 
patients with various diseases. 

Glassware and other equipment used in 
the collection and analysis of blood and 
urine samples can and should be rendered 
free of any possible contaminating lead by 
rinsing with a warm 20 per cent solution of 
citric acid, followed by thorough rinsing in 
“lead-free” distilled water. Other special 
precautions must be taken in the laboratory 
to prevent contamination of the samples 
from lead-containing airborne sources dur- 
ing ashing and analysis. 


Exposure to a Lead Source 


Childhood lead poisoning is, in general, 
a disease of poverty, almost always found 
in areas of old, run-down housing. The 
source of lead is usually lead pigment paint 
applied and re-applied early in this century, 
to walls and fixtures which more recently 
have been neglected and allowed to fall into 
disrepair. These coats may be buried be- 
neath other coats of paint, covered with 
wallpaper, or may cover wallpaper or 
plaster. With neglect, the paint and painted 
wallpaper peel, and the painted plaster 
crumbles. Particles may then be picked and 
ingested by young children. Lead paint in 
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good condition has been chewed off of 
surfaces also. An adequate safe substitute 
indoor paint was not made available until 
about 1940. Lead paint applied to outside 
surfaces has also been known to be the 
source of lead in cases of childhood plumb- 
ism. 

Children’s toys and furniture are not 
significant sources of lead unless repainted 
with lead pigment paint. Since 1955 the 
American Standards Association has rec- 
ommended that only paints with a lead 
content of 1 per cent or less may be consid- 
ered safe for use on children’s toys, 
furniture, and in housing interiors. 

Other sources of lead should be kept in 
mind. Numerous cases of poisoning have 
occurred in both children and adults from 
inhalation of lead fumes and exposure to 
ashes resulting from the burning of lead 
storage battery casings for fuel, a practice 
sometimes resorted to by destitute families. 

In most cases of childhood lead poisoning, 
pica, the abnormal appetite for non-edible 
substances, is responsible for lead being 
taken into the body. Children, usually 
between the ages of 1 and 5 years, most 
often exhibit this abnormal appetite, which 
May result from emotional disorders or 
nutritional deficiency. It has been shown 
that lead is retained in small amounts in 
the tissues of an adult with a daily intake 
of 1 mg. of soluble lead in addition to the 
normal daily dietary intake (0.2-0.4 mg. of 
lead). Since lead pigment-containing paint 
peelings may contain 100 mg. or more of 
lead, the repeated ingestion of small 
amounts of these peelings is compatible 
with absorption and retention of dangerous 
quantities of lead in the tissues. This will 
eventually result in Clinical manifestations 
of poisoning if the exposure is not interrupt- 
ed. 


Diagnosis 


A positive history of pica for paint and 
a roentgenogram of the abdomen demon- 
strating radio-opaque material in the in- 
testinal tract are valuable clues to the 
ingestion of lead. A history of ingesting 
paint chips or chewing on walls or wood- 
work may or may not be obtained. Often 
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such activity goes unnoticed, or the amount 
ingested is considered insignificant by the 
parents. The history may be obscure, 
incomplete, or fragmentary. The possibility 
of the existence of lead poisoning, therefore, 
must occur to the physician from the nature 
of the illness itself, and he must be prepared 
to make a presumptive diagnosis in an 
acutely ill child without an elicited enceph- 
alopathy, into lead poisoning with mild and 
lead poisoning with severe encephalopathy. 
The latter group should include’ those 
patients who have convulsions or who are 
comatose for 24 hours or longer. 

The long-term prognosis of childhood 
plumbism with reference to mental and 
neurologic function may depend upon the 
severity of the acute symptomatic episode. 
Therefore this classification should be of 
prognostic value. 

The above diagnostic classification is also 
suggested in order that children who are 
ingesting abnormally large quantities of 
lead and children with lead poisoning 
without encephalopathy will not be over- 
looked. Early diagnosis is essential for a 
good prognosis in this disease. Removal 
from lead exposure and therapy with 
calcium EDTA will more often result in 
a favorable outcome if instituted early. 
Therapy with calcium EDTA is not as 
effective once acute lead encephalopathy has 
occurred. This very effective drug has not 
significantly reduced the 10 to 15 per cent 
mortality rate from lead poisoning in 
children, because more often than not 
therapy is delayed. 

(To be concluded.) 


The family dog or cat may well be a carrier 
of diarrheal disease according to information 
presented in the current issue of Patterns of 
Disease, a Parke, Davis & Company publication 
for the medical profession. The report cites the 
results of tests conducted among family pets 
which revealed that 14% of dogs and 8% of cats 
were infected with Escherichia coli, a bacteria 
associated with diarrheal disease in infants. This 
type of diarrhea is particularly common among 
newborn babies and Patterns suggests that “in 
hospital outbreaks of infantile diarrhea, infection 
may be brought into the nursery by an infected 
mother or nurse who has been in contact with 
an infected pet”. 
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HARPER’S CRISIS IN 
MEDICINE AGAIN 


The January issue of Harper’s Magazine 
contained a “Roundup of Comments” on the 
October Supplement, “Crisis in Medicine’’— 
together with the announcement that the 
Supplement with new material added would 
be published in book form in March. The 
editorial foreword stated that “Space per- 
mits publication of only a fraction of the 
many thoughtful and informative comments 
which were still arriving as this issue went 
to press. Since our authors have had their 
say, we give the floor mainly to those who 
differ with them.” A fairly careful analysis 
of the 18 letters published, however, reveals 
that 9 agree, 9 differ. And of the 9 letters 
in opposition 3 take issue with Mr. Rus- 


sell’s article on research, which was one of 
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the least critical of the medical profession. 

The publication of the “Roundup of 
Comments,” to be followed by a book on the 
subject, will probably mean that many 
patients will be asking their doctors ques- 
tions about it. In order to furnish some 
ammunition for the medical side of the 
argument, an exchange of letters between 
the Editor of the NortH CaAarRoLina MEDICAL 
JouRNAL and the editorial staff of Harper's 
is published in the Correspondence Depart- 
ment of this issue. 

It is apparent from the first letter of Mrs. 
Sanders that Harper’s Magazine does not 
want to give equal time (or space) for 
discussion of the most controversial of the 
Supplement articles. 


INTERNAL MEDICAL AUDIT 


All national banks are required by law 
to have, in addition to inspections by official 
bank examiners, at least one annual 
“internal audit,”” conducted by selected 
members of its own staff. The leading 
editorial in the December Journal of The 
Oklahoma State Medical Association by Dr. 
Don W. Branham tells in some detail how 
hospitals might well profit by internal 
medical audits. Dr. Branham’s editorial was 
based’ on a recent three-day session in 
Denver of a group of departmental heads, 
hospital administrators, librarians, and 
other professional personnel. The meeting 
was sponsored by the Colorado School of 
Medicine. 

Such an internal audit would go far 
beyond the function of a “tissue commit- 
tee.” “The committee acts only as a fact- 
finding group for the staff, it does not 
attempt a review of everything on a clinical 
record, and tends to limit its examination of 
the records to finding an answer to one or 
more hypothetical questions asked about 
the particulars of hospital management for 
those disease conditions which they are 
auditing. For example: is antibiotic therapy 
used carelessly in certain disease conditions; 
or is the laboratory being over-utilized; or 
are there not enough laboratory tests to 
properly manage certain diseases?” 

No doctor would audit his own records. 
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If any marked error in judgment were 
found, a committee would confer with the 
doctor in charge of the patient. If the facts 
warranted, the case would be referred to 
the hospital staff or the board of trustees. 
The function of the auditing committee 
would not be to punish but to educate. 


The idea of an internal audit at regular 
intervals is certainly worth considering for 
most hospitals. In the larger hospitals each 
department could profitably conduct its own 
audit. 

Dr. Branham concludes his editorial with 
the somewhat depressing but unfortunately 
realistic statement: “With the approach of 
more and more socialization in the practice 
of medicine, audits of hospital records will 
become more and more important, for it 
stands to reason if a third party begins to 
exercise more authority in the field of 
health care, medical audits of clinical 
procedures will become necessary. If a staff 
then does not audit its own hospital work, 
a third party will take over the responsi- 
bility. And if a staff permits a third party 
to audit how they practice medicine, they 
will have no one but themselves to blame 
when they lose their freedom in the practice 
of medicine. An Internal Medical Audit 
Committee in a hospital is an important 
safeguard to prevent this loss of freedom.” 


* * * * 


A LAY SERMON 


In a recent discussion of race relations, a 
prominent manufacturer made a statement 
that was a sermon in itself. Various theories 
had been advanced to explain the wide- 
spread prejudice against Jews and Negroes. 
Freud, Reinhold Niebuhr, and other psy- 


February, 1961 


chiatrists and theologians had been quoted 
at length. Finally, this business man said 
something to this effect: “I don’t see why we 
need go into such deep water in our think- 
ing. It seems to me that the psychiatrists 
and the theologians confuse rather than 
clarify the issue. Christ’s teachings were so 
simple that they should be accepted and 
practiced just as he meant for them to be. 
By actually practicing Christ’s teaching, 
Mahatma Gandhi, with his loin cloth and 
goat’s milk, subdued the British Empire. By 
using the same methods of nonviolent re- 
sistance and by refusing to meet force with 
force, Martin Luther King and his followers 
have won for the Negroes far more than 
they could have done had they met violence 
with violence. Can we do any better than to 
follow their example, and in all sincerity 
carry out Christ’s teachings? This plan will 
work in business as well as in other fields.” 

In the last two verses of Matthew, Christ’s 
parting message to his disciples is referred 
to as the Great Commission. The first part, 
“Go ye, therefore, and teach all nations, bap- 
tizing them in the name of the Father, the 
Son, and the Holy Ghost,” is often quoted 
as authority for missionary work. 

The second injunction, though it is too 
apt to be overlooked, is equally important. 
It might have served as a text for the busi- 
ness man’s lay sermon: “Teaching them to 
observe all things whatsoever I have com- 
manded you: and, lo, I am with you always, 
even unto the end of the world.” 

Did not this business man — who really 
practices in his organization what he preach- 
ed to this discussion group — offer the real 
solution of the world’s problems? Certainly, 
his remarks are quite appropriate for the 
New Year — and for the years to come. 


The rewards of this habit of worrying are great. It enriches the life 
of the physician. He then knows he is the type of physician we ourselves 
would like to have when we are sick. Concern about his patients after he 
leaves the sickroom is the physician’s service beyond the call of duty. 
It is this type of doctor who does his job uncommonly well.—Levine, S. A.: 
Worry—Where Will It Get You? The Pharos 23: 216 (Oct.) 1960. 
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President’s Message 


WHITE HousE CONFERENCE — ESSENTIAL FACTS 


The following quotation is taken from the 
lead editorial of the New York Times of 
Thursday, January 12, 1961. This editorial 
opinion was expressed either editorially or 
in by-line articles in essentially every news- 
paper in the country during or immediately 
upon the conclusion of the White House 
Conference on Aging. 


“Health protection for the elderly, provided 
through the existing Federal Social Security 
system, has been given great impetus—as it 
should—by two developments this week. The 
first was its impressive endorsement by par- 
ticipating groups in the National Conference 
on Aging and the second was the report of 
President-elect Kennedy’s special task force 
headed by Wilber Cohen, Michigan University 
Professor of Public Welfare Administration. 
Especially notable was the action taken at the 
Washington meeting attended by 2,700 leaders 
representative of the medical profession, social 
welfare agencies, business, labor, education and 
insurance. 

Six of seven work groups dealing with the 
problem approved the use of the Social Security 
system, while the whole section voted 170 to 
99—all in spite of a campaign by the American 
Medical Association against the Social Security 
approach. These actions were a victory, polit- 
ical and otherwise, for those, led by the Presi- 
dent-elect, who are insistent on immediate 
amendments to the Social Security Act to 
give health protection to older people.” 


This opinion, which was the expression of 
some less than 300 or approximately 10 per 
cent of the total delegation attendant at this 
conference, was fostered as the thinking of 
a majority of the 2,700 delegates who form- 
ulated the policies which will be expressed 
as recommendations from this conference 
to the President and the Congress of the 
United States. As one of these 2,700 dele- 
gates and a doctor of medicine, I would like 
to express to you some thoughts and opin- 
ions gathered during this four-day national 
session. This I will attempt to do in a man- 
ner as far from emotion, bias, and prejudice 
as is possible under existing circumstances. 

The meat of the conference recommenda- 
tions, as reported in the press, radio and 
television, dealt with the mechanism of 


financing health care for the aging. The 
problem of discussion and solution of this 
proposition was assigned to seven work 
groups constituting one of twenty sections of 
the conference, each with a special problem 
area of its own. By virtue of a special request 
and some maneuvering I was assigned to 
one of these work groups. Therefore most 
of these observations which I pass on to you 
must be relevant to this area of discussion. 

In these work groups the cold issues 
involved were soon in evidence. The para- 
mount issue was exactly this—Is medical 
care, as a service of the Federal Govern- 
ment, presently the right of all people 65 
years and over, and ultimately the right of 
all people, regardless of age, in the United 
States? Very little time and tears were de- 
voted in these sections to the ‘“‘sad plight” of 
the “Senior Citizens.’”’ On trial was a philo- 
sophy of government, and the recommenda- 
tion resultant was not by chance. I would 
say that our Senior Citizens received as 
much conscientious consideration in these 
discussion groups as does the pig who dies 
to supply the skin to cover the football 
which is kicked around before 60,000 specta- 
tors on a given autumn Saturday afternoon. 

Throughout the entire conference propa- 
ganda was disseminated effectively by 
officials connected with this conference 
through all communications media to the 
effect that the A.M.A., a great union and 
lobby force, had stacked and rigged the 
conference in its favor. In fact, Senator 
McNamara from Michigan, in his address 
before the opening Plenary Session, openly 
and frankly accused the doctors in general 
and the American Medical Association in 
particular of putting personal desires above 
the care of the aging and of rigging the 
conference to accomplish this end. This 
statement brought much applause from a 
majority of those in attendance. This 
propaganda was effectively “sold” to many 
naive delegates and a majority of average 
citizens. 

Let us return now to the work group 
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which I attended. To this group were 
assigned 33 delegates. After several hours 
of much discussion pertinent to how medical 
care, as a service of the Federal Government, 
can be supplied to people 65 and older, to the 
neglect of ever establishing evidence of need 
or desirability, a vote was taken on the 
issue. By a vote of 17 to 12, with 2 absent 
and 2 abstaining, it was recommended by 
this group that federal care for the aged 
be implemented through the mechanism of 
the present Social Security system. 

In order to understand this vote, let us 
analyze those who voted and thereby estab- 
lish a composite picture of this group. My 
analysis, not officially documented, shows 
that in the 17 votes cast for the motion the 
following segments of America were repre- 
sented: 5 officials of large national labor 
unions; 2 representatives of “Senior Citi- 
zens”; 3 college professors; 1 clergyman; 1 
medical doctor; 1 Social Security Adminis- 
tration official; and lastly, a group of 4 who 
were welfare officials and state politicians. 
Voting against the motion were 4 medical 
doctors, 3 officials of the insurance industry, 
2 representing private enterprise business, 
and 2 non-descript. Of the 4 non-voters, 
it is my opinion that their vote would have 
beei: equally divided on this issue. 

My work group (I-2) had as chairman 
Charles E. Odell, Director of Older and 
Retired Workers Department, United Auto 
Workers, AFL-CIO, Michigan. His vote on 
the major issue—yes. Discussion Leader 
Vayne Vasey, Dean Graduate School of 
Social Work, Rutgers University, New Jer- 
sey. His vote—yes. Recorder, H. Horace 
Leavey, Vice president and General Counsel, 
California-Western States Life Insurance 
Company, California. His vote—no. Re- 
source, Herbert Natkin, M.D., Medical Di- 
rector, Onandaga Department of Public 
Welfare, New York. His vote—yes. Also 
Resource, Charles E. Hawkins, Legislative 
Reference Officer, Social Security Adminis- 
tration, Department of Health, Hducation 
and Welfare. His vote—yes. Also participat- 
ing quite vocally in this group was Miss 
Loula Dunn, Director, American Public 
Welfare Association, who, in a_ recently 
published talk “voiced the support of the 
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association for the present medical care 
program (Kerr-Mills Act), but stressed that 
it is only a first step to a really comprehen- 
sive program under Social Security.” 

The Honorable Robert W. Kean, Chair- 
man of the National Advisory Council, who 
had total charge of formulating this confer- 
ence in its every detail, even down to who 
was assigned to each individual work 
group, honored our work group by his pre- 
sence during our discussions throughout the 
day. At the conclusion of the work group 
sessions their 7 individual recommendations 
were assembled into a final composite report 
to represent the recommendations of this 
section under the direction of Charles I. 
Schottland, dean of the Florence Heller 
Graduate School for Advanced Studies in 
Social Welfare, Brandeis University. Dean 
Schottland is a member at large of the 
Board of Directors of the American Public 
Welfare Association. 

I belabor the structure and personnel of 
this work group and section not without 
purpose. In six of the seven work groups 
charged with making this important de- 
cision that aid to the aged be implemented 
under Social Security facilities the distribu- 
tion of the participants as to background and 
affiliations was the same. The vote in each 
of these six work groups percentage-wise, 
was essentially the same. The mathematical 
probability of this distribution, with its 
resultant recommendation, on a basis of 
chance, is most remote indeed. One work 
group in this section was allowed a different 
personnel structure. In this group was Dr. 
Ludwig, Chairman of the A.M.A. committee 
charged with this area of A.M.A. activity. 
By deliberate intent, I believe, this work 
group was permitted personnel to return a 
majority vote opposed to the Social Security 
approach to the problem. This maneuver, no 
doubt, was calculated to appease and allay 
suspicion. 

Other of the remaining 19 sections of this 
conference, which were neither charged 
with nor permitted to discuss and recom- 
mend on the all important issue of financing 
medical care for the aged, were in instances, 
stacked and rigged under the direction of the 
same master manipulator, Chairman Kean, 
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so as to produce recommendations of minor 
importance favorable to the established 
viewpoint of the American Medical Associa- 
tion. Then—the master stroke; in much the 
same propaganda line as Castro shouts 
threats of ‘““American Yankee Invasion,” or 
as along the same line when Russia is ready 
to commit aggression she loudly and vocifer- 
ously accuses her enemies of aggression, 
Senator McNamara, that stooge of unions 
from Michigan, shouts to the world that 
the A.M.A. has rigged the conference. 
The sad conclusion of this story is that a 
great majority of Americans have “bought” 
and firmly believe this accusation to be 
factual. The prestige of American physicians 
as organized groups is at a low ebb. 

Well over one hundred years ago, in his 
treatise “On the Duty of Civil Disobedience,” 
Henry David Thoreau wrote: “The Ameri- 
can has dwindled into an odd fellow, one 
who may be known by the development of 
his organ of gregariousness, and a manifest 
lack of intellect and cheerful self-reliance; 
whose first and chief concern, on coming 
into the world, is to see that the alms-houses 
are in good repair; and, before yet he has 
lawfully donned the virile garb, to collect 
a fund for the support of widows and 
orphans that may be; who, in short ven- 
tures to live only by the aid of the mutual 
insurance company, which has promised to 
bury him decently.” 

Can it be that this great philosopher, who 
wrote the blue-print for the overthrow of 
many governments recently, who said that 
in America “There are many professors 
of philosophy—but few philosophers,” fore- 
saw the eventuality of a great group of 
citizens meeting in Washington, under 
government sponsorship, recommending 
that the United States Government follow 
the line of basic Marxist philosophy: From 
him who has, according to ability—to him 
who has not, according to need—by force 
of government? Indeed, a strange philoso- 
phy of government is upon us. 

Amos N. Johnson, M.D., President 

Medical Society of the State of 
North Carolina 

Garland, North Carolina 

January 14, 1961 
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Correspon dence 


EXCHANGE BETWEEN EDITORS 
September 29, 1960 
The Editors 
HARPER’S MAGAZINE 
New York 16, N. Y. 
Dear Sirs: 

I have just read with great interest the Supple- 
ment to the October HARPER’S, “The Crisis in 
American Medicine.” I am writing to know if you 
would be interested in an article attempting to 
answer the questions raised in the foreword. 
Some of the criticisms are deserved — but I 
believe that some are based on erroneous impres- 
sions. 

As qualifications for writing such an article, 
I was a general practitioner for 10 years, an 
internist—family doctor—for an additional 20 
years, and for 19 years have been Professor of 
Clinical Medicine at the Bowman Gray School 
of Medicine. I have also been Editor of the 
NORTH CAROLINA MEDICAL JOURNAL since 
it was started in 1940. 

Incidentally, the first magazine article that I 
had published was in HARPER’S many years 
ago on “A Family Doctor Speaks His Mind.” 

I don’t want to waste time on preparing an 
article unless I feel that there is a reasonable 
certainty of its being accepted. Of course, I don’t 
expect you to guarantee its acceptance, but at 
least would like to know if you could encourage- 
age me to try working on it. 

With best wishes, 

Sincerely yours, 
Wingate M. Johnson, M.D. 
October 5, 1960 
Dear Dr. Johnson: 
Thank you for your letter of September 29. 
Unfortunately our editorial plans make it un- 
likely that we would have space for the kind of 
article you propose for many months to come. 
However, we do plan to devote a considerable 
portion of our letters column — and possibly a 
separate section in a future issue—to comment 
on our Medical Supplement. If you feel that you 
could convey some of your ideas in a letter of 
from 300-500 words we would indeed be happy 
to have it. 
Sincerely, 
(Mrs.) Marion K. Saunders 

To the Editor 

HARPER’S MAGAZINE 

Dear Sirs: 

The October Supplement, “Crisis in American 
Medicine,” must have been prepared to furnish 
material for the affirmative side of the National 
Collegiate Debate topic for 1960-1961, “Resolved, 
That the United States Should Adopt a Program 
of Compulsory Health Insurance for All Citizens.” 
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Space limitations will allow only brief answers 
to the five questions raised in the foreword. 

(1) “Why are we up against a critical short- 
age of doctors—with no plans to fill the gap?” 
The answer is that we are not. Most statistics 
on the doctor-patient ratio hark back to the era 
before Abraham Flexner reported in 1910 the 
results of a two-year investigation of medical 
schools. As a result of the investigation—made 
with the approval and cooperation of the Ameri- 
can Medical Association’s Council on Medical 
Education—more than half the medical schools 
in the United States were closed. Since then 
the number of medical schools has been increased 
in keeping with the need. 

Another consideration is that early in this 
century 70 per cent of the pnysician’s working 
time was spent in going from one patient to 
another, leaving only 30 per cent to be devoted 
to his patients. Now only 10 per cent of the 
average doctor’s time is used in transportation 
and 90 per cent with the patient. 

(2) “Why is the old-fashioned family doctor 
in danger of becoming extinct?” The family 
doctor’s funeral has been preached at intervals 
for the past century — but he refuses to stay 
buried. The American Academy of General Prac- 
tice is the second largest medical organization in 
the United States. The “old-fashioned” family 
doctor with calomel, quinine, and mustard plast- 
ers has been replaced by modern well trained 
practitioners and internists. 

A compulsory health program would do more 
to bury the family doctor than anything else I 
can think of. Great Britian’s national health 
scheme has made the general practitioner really 
the low man on the medical totem pole there. 

(3) “Why—in spite of their soaring charges— 
are our hospitals on the verge of bankruptcy?” 
Hospitals have never been considered profit- 
making institutions. It is true that much more 
expensive equipment in every department is now 
required. The 40-hour week and the 5 to 5%-day 
full operation make it cost far more to run a 
hospital than if it were run full-time. Even so, 
the cost is not greatly in excess of charges made 
in many hotels. Many hospitals are meeting the 
problem by graduating medical charges according 
to the amount of nursing-care required. 

Because of medical and surgical advances, 
the average patient’s stay in a hospital is much 
shorter and his chance of coming out alive much 
better than a generation ago. 

(4) “How did both political parties become 
convinced that the government will have to do 
something about the rising costs of medical care 
for old people?” Because the politicians in both 
parties think in terms of votes—16 million people 
more than 65 years old. 

Two members of the Emory University 
Department of Sociology and Anthropology 
reported last August at the Fifth Congress of the 
International Gerontology Association that 
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extended personal interviews with 1,500 non- 
institutionalized persons aged 65 or more reveal- 
ed that more than 90 per cent of these older 
patients could think of no unmet personal 
medical needs; 64 per cent had medical insur- 
ance; and only 10 per cent believe that govern- 
ment insurance should be compulsory. 

(5) “Why does organized medicine nearly 
always fight to the last ditch against changes 
that have been adopted long ago in virtually 
every other civilized country? And then, in the 
words of one observer, ‘fall back from one 
unprepared position to another’?” This question 
is answered by the first statement in the 
foreward, “American medicine is the best in the 
world.” Organized medicine wants to keep it so. 


Wingate M. Johnson, M.D. 
* 


November 28, 1960 
Dear Dr. Johnson: 

Most unforunately, your letter arrived after 
our January issue had gone to press. In it we 
are publishing a roundup of comment on the 
supplement and I believe most of the points you 
make are covered. We are very sorry your letter 
couldn't be included. 

Sincerely, 
Marion K. Sanders 


New Prescription Tablet 
Controls All Cold Symptoms 


A tablet that is highly effective against the 
different symptoms of the common cold, and is 
available on prescription only, has been made 
available to the medical profesion by Winthrop 
Laboratories. 

The new medication is called Win-Codin. It 
is a compound tablet containing five chemical 
ingredients whch, in the opinion of Winthrop, 
has demonstrated outstanding results in control- 
ling all the varied symptoms of the common cold 
in adults as well as children. 

Win-Codin contains codeine, Neo-Synephrine, 
aspirin, chlorpheniramine maleate and ascorbic 
acid (vitamin C). Codeine combined with aspirin 
is known to be especially effective in treating 
mild and moderately acute pain, such as the 
headache and other aches and pains that often 
accompany acute coryza, influenza and sinusitis. 
Aspirin, of course, is the time-tested method for 
reducing the fever that usually is a symptom 
of many respiratory infections. 

In addition, codeine relieves the dry, irritating 
cough produced by infections of the upper 
respiratory tract. NeoSynephrine has a decon- 
gestive effect on the mucous membranes of the 
respiratory tract, while chlorpheniramine male- 
ate is a potent antihistaminic. The addition of 
vitamin C to the Win-Codin formula is designed 
to counteract depletion of this vitamin which 
occurs in most infections. 
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Committees & Organizations 


NORTH CAROLINA ACADEMY OF 
GENERAL PRACTICE 


ANNUAL REPORT OF THE MENTAL HYGIENE 
COMMITTEE TO THE BOARD OF DIRECTORS 


A meeting was called in May, 1959, 
between Representatives of the Mental 
Hygiene Committees of the North Carolina 
Academy of General Practice, the North 
Carolina State Medical Society, the chiefs 
of staffs and their associates of our three 
state medical schools, and other interested 
members, for the purpose of formulating a 
cooperative plan of a closer relationship 
and understanding between the North 
Carolina Psychiatric Association and other 
medical groups in our state. We found a 
most willing spirit to prevail among 
psychiatrists, and your chairman’ was 
instructed to formulate a letter to all doctors 
in the state in cooperation with Dr. A. B. 
Choate. 

It was agreed at this conference that a 
series of lectures or seminars should be held 
two or three nights a week over a period of 
six weeks for the purpose of training family 
physicians and other interested doctors in 
a better understanding of psychiatry. The 
psychiatrists expressed a strong opinion 
that this would be the minimum amount 
of time that could be allotted for such a 
program if any real value was to be gained. 
However, upon making numerous inquiries 
among doctors from various parts of the 
state, I found that no adequate program 
could be successfully accomplished over a 
period of several weeks if doctors in the 
rural areas were required to obligate them- 
selves to attend these meetings for two or 
three nights a week. This was not due to 
lack of interest but rather to lack of 
adequate spare time and the fact that no 
replacements were available to cover for 
them during their absence. This conclusion 
left us with the grave problem of what to 
do about the imminent crisis in the shortage 
of family physicians. 

An extensive study has been undertaken 
by your committee and others during the 
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past year. Your chairman has met on several 
occasions with the deans of our three 
medical schools, the heads and chief con- 
sultants of the Duke Endowment Founda- 
tion, the president of our State Medical 
Society, and numerous others who are 
vitally interested in this matter. 

Several letters of correspondence are 
enclosed, and much additional correspond- 
ence is available to those who are interested 
in this matter. 

* 

The foregoing statement was unanimous- 
ly approved by the Board of Directors of 
the North Carolina Academy of General 
Practice. The remainder of the report 
represents the views of Dr. Ernest Furgur- 
son, chairman of the Academy’s Committee 
on Mental Hygiene. 

As Americans, we have in the past 25 
years come to desire and demand security, 
happiness, freedom, and authority. But the 
responsibility, which is an absolute pre- 
requisite for these goals, has become an 
object to be shunned. We, as physicians, 
must prove our competence in this troubled 
world. We must assume the responsibility 
of leadership and guidance which our 
people expect of us, and this without delay. 
Need we be reminded that there are others 
far less competent who are striving for 
acceptance, leadership, and authority in the 
care of human ills? 

There is today a widely approved trend 
in our society which has deeply infiltrated 
the applicants for internships. In earlier 
decades the house officer’s life was primar- 
ily one of learning, and he responded to his 
patients’ calls at all hours of the day or 
night. Today the intern has a temporarily 
limited duty to his patients, with a minimum 
time-off of alternate evenings after 5 o’clock 
and alternate week-ends. I quote from a 
letter dated March 9, 1960: 

... the teaching hospitals, namely the Baptist 
Hospital, the Memorial Hospital at Chapel Hill, 
and Duke have entirely too many interns, resi- 
dents, and fellows because they are lured by the 
research grants to spend entirely too long a pe- 
riod in the marble or ivory halls. For example, 
the Duke pediatric department did satisfactory 
work with one resident and six interns. Now 
pediatrics has three residents, six assistant resi- 
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dents, and fourteen interns. All of them seem 
to be busy on an eight-hour day and forty hour 
week instead of a sixteen hour day and seven 
days a week as in the olds days—Dr. W. C. 
Davison. 

What may we anticipate from this nation- 
ally accepted social tendency toward more 
unearned leisure? Will young doctors move 
en masse toward careers offering a 35 or 
40 hour week? Will this lead to loud, num- 
erous, and justified complaints about doc- 
tors who refuse to accept night calls and 
decline to accept patients on their days off? 
It certainly marks the rapid end to solo 
practice in rural areas, and this probably 
is as it should be. Many physicians who 
have entered solo family practice are re- 
turning to medical schools for research or 
specialty training as a matter of self-preser- 
vation. Easily available research grants are 
undoubtedly a motivating factor in this mi- 
gration toward the inner sanctum of the 
ivory walls of security. 

The potentially successful family physi- 
cian will require early discovery, preferably 
at the high school level. He must be genuine- 
ly interested in his fellow man. He must 
love people. He will require careful intellec- 
tual nurture by highly trained teams and 
doctors who are willing to lay aside the 
formal lecture and communicate with him 
on a basis of straightforward information. 
There can be no sense of discouragement 
or cynicism. The family physician holds the 
key of communication with the present 
generation of high school and college stu- 
dents. He must transmit a sense of excite- 
ment, challenge, and personal fulfillment 
which will restore medicine to its justly 
deserved status. 

Funds must be obtained immediately in 
sufficiently large amounts to compete with 
big business and the physical sciences. 
These funds should be solicited from private 
philanthropists, pharmaceutical companies, 
and other sources insofar as possible, as 
government participation would almost cer- 
tainly lead to some degree of government 
control over our medical schools and _ pro- 
fessions. Outright grants should be allocated 
to medical students, interns, and residents. 

A family physician or general practice 
section should be established in each medical 
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school. At present the student has no oppor- 
tunity to choose, as he is exposed only to the 
specialists and the specialties. The gradual 
and careful development of a preceptorship 
program under the guidance of competent 
family physicians who would take students 
into their practices for periods of two to 
six weeks is of equal significance. 

Solo practice in rural communities should 
not be encouraged. The heavy pressures and 
long working hours are a deterrent to self- 
preservation. Any community which can 
support one doctor can support two. Group 
practice of family physicians with clinic 
facilities allows free time on a rotating basis 
without sacrifice of medical services. 

The major fields of training of family 
practice should be in internal medicine, 
pediatrics, psychiatry, and (to a lesser de- 
gree) obstetrics and gynecology. 


Summary 


The grave and basic problem facing North 
Carolina Academy of General Practice and 
the A.A.G.P. is the present and increasing 
shortage of family physicians. A discussion 
of this imminent crisis has been presented. 

The following recommendations are sub- 
mitted: 

1. We must destroy the erroneous belief 
among students that it is impossible or ex- 
tremely difficult to obtain a seat in a medical 
school. 

2. Communication must be improved be- 
tween medical schools, the medical profes- 
sion, and student counselors. Participation 
of interested and qualified local physicians 
should be encouraged. 

3. Outright grants sufficiently large to 
compete with big business and the physical 
sciences should be made available to those in 
medical training. 

4. Philanthropic foundations, pharmaceu- 
tical houses, and other private groups should 
establish grants and loan funds. In addition, 
we should work for removal of state restric- 
tions on medical students from other states. 

5. A family physician or general practice 
section should be established in each med- 
ical school. A preceptorship program under 
supervision of competent family physicians 
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to take students into their practice is most 
significant. 

6. We have evidence that several large 
philanthropic organizations are vitally in- 
terested in promoting this program. Their 
assistance should be actively and enthusias- 
tically solicited. 

In conclusion, our profession will continue 
to grow as long as the strong, the courag- 
eous, the unselfish, the competent, and the 
wise men assume the responsibility to guide 
the future of medicine in general, and spe- 
cifically the challenges to potential doctors. 
We must offer such skillful guidance and 
leadership in a positive program such as I 
have outlined that the threat of failure in 
this noble and vital field will disappear and 
subsequent power by government or other 
pressure groups will become remote. 

The basic problem is summarized in the 
following exchange of letters which appear- 
ed in the Wall Street Journal in October, 
1960. Louis Kessel’s letter is quoted in part. 

Ernest W. Furgurson, M. D., Chairman 
* 
Wditor, The Wall Street Journal: 

Your editorial writer on the subject of medical 
care does not read your own news columns. 
Quoting from the September 14 issue: “A re- 
search organization puts the rise in the cost of 
medical care at 40% in the last five years.” 
Again, “The Department of Commerce says med- 
ical care is now 6% of the public’s total outlay 
for all its personal needs.” This is represented 
as an increase from 4% over a short period. And 
you give news of more to come: “Blue Cross 
Wins 33.45% Rate Rise.” 

If the average family income is $6,000 a year, 
the increase from 4% to 6% is an increase from 
$240 to $360, or $120. This $120 ($2.40 per week) 
has been subtracted from what is available for 
food, clothing and consumer durables. No won- 
der consumers aren’t buying cars or refrigera- 
tors 

If you complain (shame on you), you will be 
told about improved medical care or about the 
years the doctor spent in training. Anyone who 
has tried in vain to get a doctor to make a house 
call at night or on Wednesday (Doctor’s day off) 
may not believe this claim about improved ser- 
vice. Anyway if the service were actually so 
good, there would be less sickness and less ex- 
pense, rather than these increases. As to the years 
of training, did you ever hear a lawyer pull that 
one? 

Louis Kessel 
Chicago, I11. 


COMMITTEES AND ORGANIZATIONS 


Editor, The Wall Street Journal: 

The following facts are presented in reply to 
Mr. Louis Kessel’s letter of September 26. 

1. There is indeed a market shortage of med- 
ical care, namely, doctors who treat patients. 

2. The quality and quantity of medical care 
is decreasing as a result of deflection of many 
physicians to fields of research and over-special- 
ization. 

3. The medical schools in our country are 
accepting over one out of every two persons 
who apply. Some schools are accepting almost 
every applicant. For example, in 1949-50 there 
were 24,434 applicants of whom 7,150 (21%) were 
accepted. This year there were only 14,951 appli- 
cants and 8,510 (56%) were accepted. 

1. In 1951, 40% of all applicants were straight 
“A” students. Today only 16% are “A” students. 

5. Electronics and nuclear physics today have 
more appeal than medical schools. These pro- 
fessions require less education (age 24 vs. age 30 
before a doctor can begin to support his family), 
shorter working hours (40 hours per week vs. 70 
to 80 hours for the general practitioner). There 
are economic factors (in-training grants of $6,000 
to $9,000 per year vs. interns and residents whose 
incomes are equivalent to less than the lowest 
paid factory worker). This leaves the doctor 
heavily loaded with debt ($12,000 average when 
he begins to practice at 30 years, even when the 
wife works to support the family and relatives 
chip in liberally during his training period). 

6. Although many billions are appropriated by 
Congress each year for medical and health re- 
search, not one penny is appropriated to train 
doctors to treat patients. Thus our medical 
schools have become highly technical scientific 
training and research centers with most of their 
students becoming more interested in molecules 
than in human beings. But who will supply the 
physicians to apply these research findings? 

As a country doctor who struggled through 
medical school] during a depression some 25 years 
ago, | suggest the following remedies: 

1. Whatever funds are necessary should be 
obtained immediately either from private philan- 
thropic sources or from Congressional appropria- 
tion to train doctors to treat patients. These 
funds, in addition, should cover outright grants 
to medical students, interns, and residents, suffi- 
ciently large to compete with big business and 
the physical sciences. 

2. The problem belongs to doctors and laymen 
alike. As Americans, let us stop goldbricking for 
a five-hour work day. If we are to have leisure, 
let us earn it. The pride and process of achieve- 
ment upon which our country was founded is 
far more important than a loafer’s holiday or 
the possession of goods. 

EK. W. Furgurson, M. D. 
Plymouth, N. C. 
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Editor, The Wall Street Journal: 

Regarding my letter of September 26 and the 
subsequent letters on medical care, I wish to 
apologize to the following: 

1. Our family doctor. He is a conscientious 
dedicated doctor who deserves to be classed in 
the same category as the hero in the book “The 
Last Angry Man.” My remarks were based on 
your articles and conversation with other people. 

2. All other dedicated doctors. I am sorry my 
letter did not clearly separate them from the 
others. 

As to the problem of high medical costs, the 
letters you printed on October 10 in reply to 
mine indicate a better knowledge of the subject 
than my own. In particular the remarks made 
by Dr. E. W. Furgurson cover points that every- 
one should know. 

Louis Kessel 


Chicago, 


Bulletin Board 


COMING MEETINGS 

Forsyth County Cancer Symposium—Robert E. 
lee Hotel, Winston-Salem, March 9. 

Bowman Gray School of Medicine, Postgraduate 
Course in Obstetrics and Gynecology—Winston- 
Salem, March 21-23. 

Community Health Conference on Mental 
Health, sponsored by the Committee on Rural 
Health and Education of the Medical Society of 
North Carolina—Wilson, March 22. 

Duke University Medical Center, Refresher 
Course in Anesthesia—Durham, March 23-25. 

American Cancer Society, National Cured Can- 
cer Congress—Hotel Sir Walter, Raleigh, Mar. 26. 

North Carolina Society of Crippled Children 
and Adults, Eastern Regional Meeting: Seminar 
on Care of the Severely Disabled—East Carolina 
College, Greenville, March 16. 

Greensboro Academy of Medicine, Annual Sym- 
posum—Greensboro, March 30. 

Southeastern Psychiatric Association, Annual 
Meeting—Pine Needles Lodge, Southern Pines, 
April 3-5. 

Medical Society of the the State of North Caro- 
lina, Annual Meeting—George Vanderbilt Hotel, 
Asheville, May 6-10. 

American College of Allergists, Annual Con- 
gress—Statler-Hilton Hotel, Dallas, Texas, March 
1-12. 

Gill Memorial Eye, Ear and Throat Hospital, 
Spring Congress—Roanoke, Virginia, April 3-8. 

American College of Physicians, Annual Ses- 
sion—Americana Hotel, Miami Beach, Florida, 
May 8-12. 

American Medical Association, Annual Meeting 
—New York City, June 26-30. 
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THE STATE SOCIETY 


NEW MEMBERS OF 


The following physicians joined the Medical 
Society’ of the State of North Carolina during 
the month of December, 1960: 

Dr. Jesse Williams McCracken, 108 East North- 
wood, Greensboro; Dr. Curtis Ray Lashley, 110 
S. Mendenhall Street, Greensboro; Dr. Fred Wes- 
ton Glover, 309 Hawthorne Lane, Charlotte; Dr. 
Robert LeRoy Rollins, Jr., 831 West Morgan 
Street, Raleigh; Dr. Jacob Koomen, Jr., N. C. 
State Board of Health, Raleigh; Dr. Philip Jack- 
son Fail, 1744 Westminster Drive, Columbia, 
South Carolina. 


News NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE Forest COLLEGE 


Dr. Merrill P. Spencer, associate professor of 
physiology and pharmacology, has received a 
Senior Research Fellowship from the U.S. Public 
Health Service. ‘the fellowship begins July 1, 
1961. In providing tu” the investigator’s support 
over a five-year period, the fellowship has an 
estimated value of more than $75,000. Accom- 
panying the fellowship is a $7,500 supply grant 
which, like the fellowship, is renewable each 
year for five years. The fellowship will enable 
Dr. Spencer to continue work on a project aimed 
at the development of improved methods of 
evaluating heart performance. 

Dr. Spencer is one of four members of the 
faculty here holding Senior Research Fellow- 
ships. Others are Drs. Harry M. Carpenter, as- 
sistant professor of pathology; Harold O. Good- 
man, assistant professor of medical genetics; and 
Samuel H. Love, assistant professor of micro- 
biology and immunology. 

On January 31, Dr. Spencer served as con- 
sultant to the cardiovascular study section of the 
National Heart Institute at a section meeting at 
Carmel, California. The section’s primary concern 
was uses and applications of blood flowmeters. 

* * * 

Dr. Margaret C. Conrad has been named a 
research fellow of the American Heart Associa- 
tion for two years. The fellowship begins July 1, 
1961. During the two-year period, Dr. Conrad 
will continue a study of peripheral and central 
pulses and peripheral blood flow and_ blood 
capacity in patients with vascular disease. 

* * * 

The Bowman Gray School of Medicine received 
$145,350 in new research grants during December. 

Receipts of the four grants, ranging in size 
from $52,185 to $14,200, was announced recently 
by Dr. C. C. Carpenter, dean of the medical 
school. 

The funds will support investigations in the 
school’s departments of anatomy, biochemistry, 
physiology and pharmacology, and radiology. 
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Of the four grants, two were made by the 
U. S. Public Health Service, one by the U. S. 
Atomic Energy Commission and one by the 
National Science Foundation. 

* * * 

Dr. Ernest Yount, professor of internal medi- 
cine, has been elected chairman of the medicine 
committee of the National Board of Medical 
Examiners. He has been a member of the com- 
mittee since June, 1958. 

* * * 

Dr. R. Winston Roberts, professor of ophthal- 
mology, was visiting professor of ophthalmology, 
December 15 and 16, at Baylor University School 
of Medicine. Dr. Roberts demonstrated the use 
and operations of instruments used in the mush- 
room corneal graft. This surgical technique and 
the instruments were developed in the depart- 
mnt of ophthalmology at the medical school 
here. He also discussed clinical application of 
tests used to detect and treat glaucoma. 

While in Texas, Dr. Roberts also spoke to the 
San Antonio Ophthalmologic Society on “Diag- 
nosis and Handling of Early Glaucoma.” 

* * * 

Dr. Wingate M. Johnson of the Department 
of Medicine, attended the White House Confer- 
ence on Aging held in Washington January 9-13 
as a delegate from North Carolina. 

* * * 

Dr. Joseph Whitley, instructor in radiology, 
presented a paper entitled “A Method and 
Parameters for the Analysis of Renal Function 
by External Scintillation Detector Techniques” 
before a recent meeting of the Radiological 
Society of North America at Cincinnati, Ohio. 
The paper was prepared by Dr. Whitley in 
collaboration with Drs. Isadore Meschan, pro- 
fessor and chairman of the department of 
radiology; radiology research assistant Richard 
Witcofski; and Dr. John H. Felts, assistant 
professor of internal medicine. 


News NOTES FROM THE UNIVERSITY OF 
NortH CAROLINA SCHOOL OF MEDICINE 


Dr. Floyd W. Denny, Jr. has been named head 
of the Department of Pediatrics of the University 
of North Carolina School of Medicine. 

He succeeds Dr. E. C. Curnen Jr., who recently 
accepted a similar position with Columbia Uni- 
versity College of Physicians and Surgeons of 
New York City. The Columbia position is con- 
sidered one of the highest in the field of pedia- 
trics in the nation. 

Dr. Curnen had been on the U.N.C. faculty 
since 1952, when the School of Medicine changed 
from a two-year to a full four-year program. 

A native of Hartsville, South Carolina, Dr. 
Denny was educated at Wofford College and was 
awarded his M.D. degree by Vanderbilt Universi- 
ty in 1946. 
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His internship and specialized training in 
pediatrics were received at the Vanderbilt Uni- 
versity Hospital. 

From 1948 to 1951 he was a research fellow in 
the Department of Preventive Medicine at West- 
ern Reserve University, being connected during 
this time with the Streptococcal Disease Labora- 
tory of the Armed Forces Epidemiological Board. 
He was assistant director of the Laboratory 
during his final year. 

Dr. Denny taught in the Department of 
Pediatrics of the University of Minnesota from 
1951 to 1953. He then returned to the Vanderbilt 
School of Medicine for the next two years, where 
he was an assistant professor of pediatrics. 

For the past five years, he has taught at the 
Western Reserve University School of Medicine 
in the Department of Pediatrics and the Depart- 
ment of Preventive Medicine. 

The Bank of Chapel Hill has donated $2,000 to 
the University of North Carolina School of 
Medicine to be used for scholarships during the 
next two years. 

* * 

Six women graduated recently at North Caro- 
lina Memorial Hospital of the University of 
North Carolina after completing a 15-month 
course in x-ray technology. This is the thirteenth 
class in this speciality to graduate since the 
hospital first went into operation in 1952. 

« 

Education personnel and public. nurses 
throughout western North Carolina attended the 
Eve Health Workshop held recently at the School 
of Medicine of the University of North Carolina. 

Public health nurses, school teachers, princi- 
pals and school supervisors were taught how to 
screen school children for visual defects. 

The Workshop was sponsored by the North 
Carolina Chapter of the National Society for the 
Prevention of Blindness. 

* * * 

Dr. John H. Ferguson, head of the Department 
of Physiology of the University of North Caro- 
lina, participated in a program for the dedication 
of the new Medical Research Building at the 
University of Alabama Medical Center in 
Birmingham on Friday, December 9. His talk 
on “Enzymes and Blood Coagulation” dealt with 
recent research at the U.N.C. School of Medicine. 
The research is in the field of blood coagulation 
and related problems and is supported by a grant 
from the U. S. Public Health Service. 

Two postgraduate courses in medicine, spon- 
sored by the University of North Carolina School 
of Medicine, are being conducted in Edenton and 
Kinston. 

The courses consist of two lectures one day 
a week over a six-week period. The Edenton 
course is co-sponsored by the First District 
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Medical Society, and the Kinston course by the 
Lenoir-Green-Jones Medical Society. 

All Edenton Lectures will be given in the 
Edenton Restaurant at 4:30 P.M. and 7:30 P.M. 
The Kinston lectures will be given in the Kinston 
Country Club at 4:30 p.m. and 8:00 P.M. 

Both courses are acceptable for credit by the 
American Academy of General Practice for the 
number of hours attended by the individual 
physicians. 

The U.N.C. Medical School sponsored four 30- 
minute weekly TV programs that followed the 
general theme, “A Report to the People from the 
School of Medicine.” The series, which began 
Thursday, November 10, was seen on WUNC- 
TV at 9:30 for four conscutive Thursdays. The 
series presented for the public a picture of the 
activities of the Medical School and the North 
Carolina Memorial Hospital. 

ok * 

The University of North Carolina School of 
Medicine held its annual symposium Thursday 
and Friday, November 17 and 18. Some 70 
physicians were present for the two day program 
on gastroenterology. 

The guest participants on the program were 
Dr. Eddy D. Palmer, lieutenant colonel, Brooks 


General Hospital, Fort Sam Houston, Texas; Dr. 


Edward E. Owen, associate in medicine, and Dr. 
Malcolm P. Tyor, associate professor of medicine, 
both of Duke University School of Medicine, and 
Dr. David Cayer, clinical professor of medicine, 
Bowman Gray School of Medicine. 

Participants on the program from the U.N.C. 
School of Medicine included: Dr. Charles A. 
Bream, associate professor of radiology; Dr. Til- 
hamer Z. Csaky, professor of pharmacology; Dr. 
Fitzgerald Hiestand, Jr. fellow in medicine; Dr. 
Jacqueline C. Hijmans, instructor in medicine; 
Dr. Walter Hollander, Jr., assistant professor of 
medicine. 

Dr. Osear L. Sapp, III, instructor in medicine; 
Dr. John T. Sessions, Jr., associate professor of 
medicine; Dr. George K. Summer, assistant pro- 
fessor of pediatrics; Dr. Colin G. Thomas, Jr., 
associate professor of surgery; Dr. Nathan A. 
Womack, professor of surgery and Dr. W. Geof- 
frey Wysor, Jr., instructor in medicine. 


News NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


A $75,000 expansion and renovation of urology 
facilities has been completed at the Duke Uni- 
versity Medical Center. 

Doubling the size of Duke Hospital’s urology 
clinic, the eight-month project has made possible 
more rapid service to patients and a greater 
degree of individual attention and privacy, accord- 
ing to Dr. Edwin P. Alyea, professor of urology. 

* * * 


A distinguished Duke University scientist was 
named president-elect of the American Associa- 
tion for the Advancement of Science in New York 
last month. 

Dr. Paul Gross, William Howell Pegram Pro- 
fessor of Chemistry, will take office on January 
15, 1862 (CQ) for a one-year term. He _ will 
succeed 1961 president Thomas Park of the 
University of Chicago. 

Dr. Gross has been president of the Oak Ridge 
Institute of Nuclear Studies since 1949 and a 
member of the Institute’s Board of Directors for 
the past five vears. During 1952-53, he was presi- 
dent of the Council of Southern Universities. 

A Duke faculty member since 1919, he has 
served as chairman of the chemistry department, 
dean of the Graduate School of Arts and Sciences, 
dean of the University and vice-president in the 
Univrsity’s Division of Education. 

* * 

A new organization has been established to 
further the growth of one of the Nation’s out- 
standing medical history collections at Duke 
University, it was announced recently by Dean 
Barnes Woodhall of the Duke School of Medicine. 

Known as the Associates of the Trent Collec- 
tion in the History of Medicine, the organization 
is composed of Duke Medical School alumni, 
faculty members and friends of the University. 
Dr. George J. D’Angelo of Erie, Pennsylvania, 
a former Duke surgeon, is chairman of the As- 
sociates. 

The Trent Collection was assembled between 
1938-48 by the late Dr. Josiah C. Trent of the 
Duke surgical faculty and his wife, now Mrs. 
James Semans of Durham. In 1956, Mrs. Semans 
gave a portion of the collection to the Duke 
Medical Center Library, and two years later, the 
remaining materials were transferred to Duke. 

Dr. D’Angelo said that all persons interested 
in the history of medicine are invited to join the 
Associates of the Trent Collection. Information 
can be obtained by writing Miss Judith Farrar, 
Duke University Medical Center librarian. 

*x* * * 

Dr. Ewald W. Busse and Dr. Arthur Larson 
of the Duke faculty delivered two of the major 
addresses heard at the White House Conference 
on Aging held in Washington January 9-13. Dr. 
Busse, director of Duke University’s Center for 
the Study of Aging, is chairman of the White 
House Conference Committee on Medical Re- 
search in Gerontology. 

* *k * 

Can toxemia of pregnancy, a leading cause of 
mothers dying in childbirth, be prevented by 
special diets? A Duke University Medical Center 
obstetrician, Dr. Walter B. Cherny, is looking for 
the answer to this question through studies of 
a body-manufactured chemical serotonin. 

Suppported financially by the National Insti- 
tutes of Health, principal research arm of the 
U. S. Public Health Service, Dr. Cherny’s  re- 
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search is aimed specifically at finding out 
whether or not serotonin is linked with toxemia 
of pregnancy. 

* * * 

Dr. J. M. Arena, director of the Duke Hospital 
Poison Control Center, collects bottle caps. 

Dr. Arena’s interest in bottle caps is that of a 
pediatrician concerned with saving the lives of 
children. Through his efforts safety caps have 
been adopted by two major aspirin manufactur- 
ers and are being considered for other products. 
His goal is to help protect children from poison- 
ing by way of the family medicine cabinet. 

* * * 

Duke University medical student William B. 
Waddell, president of the Student American 
Medical Association, was a delegate to the White 
House Conference on Aging, January 9-13. 

In a statement of the Association’s views on 
medical care for the aging, he charged that 
political maneuvering has entered into this area 
of growing concern. He also cited a SAMA 
resolution stating that any program of medical 
care for aged should provide for free choice of 
physicians and individualized patient care in a 
situation that provides the best condition for 
the practice of medicine. 


ForsytH County CANCER SYMPOSIUM 


The tenth annual Cancer Symposium sponsored 
by the Forsyth County Medical Society will be 
held at the Robert E. Hotel in Winston-Salem, 
March 9. 

The program of the symposium is entitled 
“Newer Methods of Cancer Diagnosis.” Speakers 
will be Drs. George E. Moore, Roswell Park 
Memorial Institute, and Buffalo, New York; 
Cyrus C. Erickson, University of Tennessee, 
Memphis; Stuart W. Lippincott, Brookhaven 
National Laboratory, Upton, New York. 

Dr. James Harrill, president of the Forsyth 
County Society, will preside at the dinner session 
at 7:00 p.m., at which Dr. Lippincott will speak 
on the subject, “What the Atom is Doing for 
You.” 


NortTH CAROLINA COUNCIL ON 
Foops AND NUTRITION 


The North Carolina Council on Foods and 
Nutrition held an organizational meeting in 
Raleigh on October 18, 1960. Attending were 23 
representatives of organizations or agencies in- 
terested in promoting better nutrition among 
North Carolinians. 

A constitution and by-laws were accepted with 
recommended changes, subject to the approval 
of the executive committee. Dr. Naomi Albanese 
was elected president of the new organization. 
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ForsytH County MEpDICcAL SOCIETY 
The Forsyth County Medical Society held its 
regular monthly meeting at the Robert E. Lee 
Hotel in Winston-Salem on January 10. The pro- 
gram consisted of a panel discussion on counsel- 
ing. Speakers and their subjects were: Dr. Dan 
Moffie, Hanes Hosiery Mills—“Counseling in 
Industry”; Dr. Richard Young, North Carolina 
Baptist Hospital—* Pastoral Counseling”; and Dr. 
Richard C. Proctor, Bowman Gray School of 

Medicine—“Counseling vs. Psychotherapy.” 


NATIONAL MeEpICAL FOUNDATION FOR 
Eye CARE 


A greatly expanded informational program on 
the meaning and value of good eye care is 
planned for 1961 by the National Medical Founda- 
tion for Eve Care. The Foundation was organized 
in 1956 as a public educational agency for 
American ophthalmology, and most of its 3,000 
members are Diplomates of the American Board 
of Ophthalmology. 

The Foundation’s Board of Trustees, at its 
recent annual meeting, re-elected Dr. Ralph O. 
Rychener of Memphis as president for a fifth 
term. Dr. Harold F. Falls of Ann _ Arbor, 
Michigan, was elected chairman of the Executive 
Committee. Other officers include Dr. Barnet R. 
Sakler of Cincinnati, vice-president, and Dr. 
Charles E. Jaeckle of Defiance, Ohio, secretary 
and treasurer. 


AMERICAN SOCIETY OF PSYCHOSOMATIC 
DENTISTRY AND MEDICINE 


The annual meeting of the American Society 
of Psychosomatic Dentistry and Medicine will be 
held at the Shoreham Hotel, Washington, D. C., 
March 10-12. 

The main theme of the program will be 
“Anxiety: Its Recognition and Handling in the 
Clinical Setting of General Practice.” During the 
meeting round table discussions will be held on 
“The Utilization of Hypnosis in the Various 
Specialties of General Practice.” All dentists and 
physicians are cordially invited to attend. 

For details, address Dr. Jesse Caden, Chairman, 
Program Committee, 5213 Connecticut Avenue, 
N.W., Washington 15, D. C. 


AMERICAN COLLEGE OF ALLERGISTS 


The American College of Allergists holds its 
graduate instructional course and seventeenth 
Annual Congress, March 12-17, 1961, at the Statler 
Hilton, Dallas, Texas. For information write, 
John D. Gillespie, M. D., Treasurer, 2141 14th 
Street, Boulder, Colorado. 
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AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 


The American Board of Obstetrics and 
Gynecology announces that the next scheduled 
examinations (Part II), oral and clinical, for all 
candidates, will be conducted at the Edgewater 
Beach Hotel, Chicago, Illinois, by the entire 
Board from April 8 through 15, 1961. Formal 
notice of the exact time of each candidate’s 
examination will be sent him in advance of the 
examination dates. 

Candidates who participated in the Part I 
examination will be notified of their eligibility 
for the Part II examinations as soon as possible. 

Current Bulletins of the American Board of 
Obstetrics and Gynecology outlining the require- 
ments for application, may be obtained by 
writing to the Secretary: Robert L. Faulkner, 
M.D., 2105 Adelbert Road, Cleveland 6, Ohio. 


AMERICAN COLLEGE OF SURGEONS 


The fifth Postgraduate course on Fractures 
and Other Trauma sponsored by the Chicago 
Committee on Trauma of the American College 
of Surgeons will be held April 15-22, at the John 
B. Murphy Memorial Auditorium, 50 East Erie 
Street, Chicago. 

Dr. Sam W. Banks, Chairman of the Chicago 
Committee on Trauma, is Director of the Course. 
Inquiries should be addressed to Dr. John J. 
Fahey, who is Chairman of the Committee on the 
Post-Graduate Course on Fractures and Other 
Trauma. 


NATIONAL ASSOCIATION OF BLUE SHIELD PLANS 


More than 1,847,000 persons enrolled in the 74 
Blue Shield Plans located in North America 
during the first nine months of 1960, and during 
the same period the Plans paid out approximate- 
ly $550,000,000 for care rendered to members, the 
National Association of Blue Shield Plans an- 
nounced recently. 

“Of special significance is the fact that the 
$550,000,000 paid to physicians was an all-time 
high in payments for a nine month period, and 
represented approximately 91 per cent of the 
total income of all Blue Shield Plans,” the nation- 
al association indicated in its report. At the same 
time, the 74 Blue Shield Plans were reported to 
have expended less than 10 per cent of total 
income for administrative expenses. 

“Th preference for Blue Shield on the part of 
Federal Employees and the public at large,” the 
national association concluded, “reflects the 
general aceptance of the programs offered by 
Blue Shield Plans across the country. At the 
same time, the record payments to physicians 
during the nine-month period points up the 
extent to which these Plans help members pay 
for medical care.” 
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DEPARTMENT OF THE ARMY 


Many of the medical lessons learned during 
World War I had to be relearned during World 
War II because of paucity of distribution of the 
World War I medical history. 

Lieutenant General Leonard D. Heaton, The 
Army Surgeon General, in an endeavor to prevent 
this costly relearning process, in the unhappy 
event of another war, has directed the prepara- 
tion, publication, and distribution of the “History 
of the Medical Department, United States Army, 
in World War If.” General Heaton is particularly 
anxious that information of the existence and 
availability of this history be circulated widely 
among the profession, both military and civilian. 

Of the 48 volumes programmed for the series, 
15 have been published and can be purchased at 
modest cost from The Superintendent of Docu- 
ments, Government Printing Office, Washington 
25, D. C. The set of 15 volumes may be purchased 
for $66.50, or individual volumes can be obtained 
at remarkably low prices. Commanding officers 
of medical units may requisition copies for their 
Medical Units libraries by submitting DA Form 
17 directly to The Historical Unit, U. S. Army 
Medical Service, Washington 12, D. C., ATTN: 
Promotion Branch. 

Volumes now available are: 

General Surgey—Edited by Michael E. DeBakey, 

Neurosurgery, Volume (Head Injuries)—Edited 

by R. Glen Spurling, M.D. and Barnes Woodhall, 

M.D. 

Neurosurgery Volume Ti (Spinal Cord and 
Peripheral Nerve Injuries)—Edited by R. Glen 
Spurling, M.D. and Barnes Woodhall, M.D. 

Hand Surgery—Edited by Sterling Bunnell, M.D. 
nell, M.D. 

Ophthalomolgy and Otolaryngology—Edited by 
M. Elliott Randolph, M.D. and Norton Canfield, 
M.D. 

Orthopedic Surgery, European Theater of Opera- 
tions—Edited by Mather Cleveland, M.D. 

Orthopedic Surgery, Mediterranean Theater of 
Operations—By Oscar P. Hampton, M. D. 

Physiologic Effects of Wounds—Edited by Fred 
W. Rankin, M.D. and Michael E. DeBakey, 
M.D. 

Vascular Surgery—Edited by Daniel C. Elkin, 
M.D. and Michael E. DeBakey, M.D. 

Cold Injury, Ground Type—By Tom F. Whayne 
and Michael E. DeBakey, M.D. 

Dental Service—George F.. Jeffcott, D.M.D. 

Environmental Hygiene—By James Stevens Sim- 
mons, M.D. and others 

Personal Health Measures and Immunization— 
By John E. Gordon, M.D., Tom F. Whayne, 
M.D. and others 

Communicable Diseases, Vol. I1V— By John E. 
Gordon, M.D., Joseph Stokes, M.D. and others 

Hospitalization and Evacuation, Zone of Interior 
—By Clarence McKittrick Smith 
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VETERAN ADMINSTRATION 


Veterans Administration hospitals have begun 
a largescale evaluation of six drugs used in the 
treatment of mental illness. 

More than 500 schizophrenic patients newly 
admitted to 36 hospitals will be involved in the 
24-week, controlled study. 

The project is designed to yield information on 
the relative effectiveness and suitability of the 
drugs for patients of this sort, so as to enable 
doctors to improve treatment for schizophrenia. 

The drugs under evaluation in the new study 
(chlorpromazine, fluphenazine, reserpine, thiori- 
dazine, chlorprothixene, and _ triflupromazine) 
are representative of a wide spectrum of the 
various psychopharmacologic agents. 

Among the 36 participating VA hospitals is the 
one at Durham. 

* * 

Dr. James H. Matthews, assistant chief of 
pulmonary disease service at the Oteen, Veterans 
Administration hospital, has been appointed chief 
of the Veterans Administration’s clinical research 
in pulmonary diseases. He also will coordinate 
the large-scale VA—Armed Forces cooperative 
studies in pulmonary diseases. 

Dr. Matthews assumed his new position at the 
VA Central Office in Washington, D. C., January 
8. He joined the VA at the Oteen hospital in 
February, 1946. 

* * 

An atomic medical technique that readily 
reveals abnormalities in brain blood flow that 
may lead to brain damage from strokes has been 
been developed by Dr. W. H. Oldendorf, neuro- 
logist of the Veterans Administration Center in 
Los Angeles, California. 

The technique also is useful for more readily 
diagnosing other abnormalities of the blood 
vessels of the brain. 

The procedure tracks the blood flow and dis- 
tribution in the brain. It causes the patient no 
discomfort except the slight pain of the point of 
an injection with a small needle. 

A small amount of radioactive iodine (1-131) 
is injected into an arm vein. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


Dr. Howard B. Andervont, a member of the 
original research staff of the National Cancer 
Institute and a former president of the American 
Association for Cancer Research, has relinquished 
his duties as Chief of the Institute’s Laboratory 
of Biology. 

Although eligible for retirement, Dr. Andervont 
will continue his research in the laboratory he 
supervised for 15 years. He has also been ap- 
pointed scientific editor of the Journal of the 
National Cancer Institute by Dr. Kenneth M. 
Endicott, Institute Director. In this capacity he 
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succeeds Dr. Michael B. Shimkin, who was 
recently named Associate Director for Field 
Studies. 

Through research in chemical carcinogenesis, 
Dr. Andervont showed that the nature and 
duration of carcinogenic stimuli influence the 
biological properties of cancer. In studies of the 
role of hormones in the development of cancer, 
he demonstrated that some tumors may progress 
from hormone-dependence to autonomy. 

In commenting on Dr. Andervont’s achieve- 
ments, Dr. Endicott described him as ‘a scientist 
of exceptional talents and unstinting devotion, 
whose visionary leadership has sparked much 
of the intensive research now being conducted. 
It is fortunate for the Institute and for the 
scientific community that Dr. Andervont will 
continue to make available the keen judgment 
and brilliant insight that have marked his long 
and productive career.” 

Dr. Heston has been a member of the Institute 
staff since 1938 and since 1952 has headed the 
General Biology Section of the Laboratory of 
Biology. His research has been concerned 
primarily with the genetics of cancer. He is a 
former scientific editor of the Journal of the 
National Cancer Institute. 

The assignment of a Public Health Service 
career officer, Dr. John C. Cutler, to serve as 
assistant director with the Pan American 
Sanitary Bureau, was announced recently by 
Surgeon General Leroy E. Burney. 

Dr. Cutler’s new assignment was made at the 
request of Dr. Abraham Horwitz, director of the 
Pan American Sanitary Bureau. This Bureau 
serves as the operating arm of the Pan American 
Health Organization and also as the World 
Health Organization’s regional office for the 
Americas. 


Average life expectancy in this country has 
increased by more than 22 years during the pre- 
sent century, Health Information Foundation re- 
ports. The average baby born in 1900 could ex- 
pect to live only 47.3 years, against 69.7 years 
for one born in 1959. 
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The Month in Washington 


Spokesmen for the medical profession at the 
White House Conference on Aging supported 
the Kerr-Mills voluntary program for health care 
of elderly persons as an efficient, economical 
way to furnish assistance to those who need help. 

Leading medical delegates to the conference 
also continued vigorous opposition to the Social 
Security approach espoused by organized labor. 

Continuing their all-out campaign for the Social 
Security approach, labor union leaders used the 
Conference as a forum for further attacks on the 
medical profession. 

Dr. J. Lafe Ludwig of Los Angeles, chaitnan 
of the American Medical Association Council‘ on 
Medical Service told a pre-conference meeting 


the physician delegates that it would be a\ 
“national tragedy—unfair to old and young alike 


—if the Kerr-Mills law should be shelved for a 
Social Security plan for medical care of the aged. 

“Federal medicine would mean red _ tape, 
bureaucratic control, and high costs,” Dr. Lud- 
wig said. “Most important of all, it would mean 
inferior medical care for the people whom we are 
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“oral therapy of choice” 


trying to help.” 

Dr. Leonard W. Larson of Bismarck, North 
Dakota, president-elect of the A.M.A., told the 
Health and Medical Care Section of the confer- 
ence that more attention must be given to keep- 
ing older persons healthy. He was chairman of 
the section. 


“We spend millions of dollars and hours 
developing sound, well-based programs for care 
of the sick, but at the same time we virtually 
ignore the vast opportunities for preservation 
and promotion of health,” Dr. Larson said. We 
must do more than react to the minority of 
older persons who are ill—we must act for the 
great majority who are well.” 

In a statement issued in Chicago, Dr. E. Vin- 
cent Askey of Los Angeles, President of the 
A.M.A., branded as false an allegation that the 
White House Conference had been “captured” by 
organized medicine, private insurance, and 
business interests. Dr. Askey specifically referred 
to such a charge made by Prof. Wilbur J. Cohen 
of the University of Michigan, but the A.M.A. 
president’s statement applied to similar charges 
made by representatives of organized labor. 

Dr. Ludwig also answered organized labor’s 
attacks on the A.M.A. at the conference. Dr. 
Ludwig accused George Meany, president of the 
AFLCIO, of “attempting to undermine” the Con- 


newest 
JA.M.A. 
‘paper’ 
reports 


in management of diabetes . ..from the 
mild stable adult to the severe labile Juvenile 
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ference to “further his own partisan interests.” 

“Of the 30 states making specific recommenda- 
tions regarding financing of medical care for 
the aged, only 10 favored the Social Security tax,” 
Dr. Ludwig said. 

President Eisenhower urged the 2,700 delegates 
to the conference to reconcile their differing 
views and agree on a sound program. He told 
the delegates it was their responsibility to provide 
“some kind of guidance for Congress to use in its 
future deliberations.” 

President John F. Kennedy declined an invita- 
tion to address the conference as President-elect. 
He and Congressional Democratic leaders decided 
weeks before the conference to make medical 
care for the aged under Social Security an Ad- 
ministration priority bill for early submission to 
Congress. 

But some key Democrats in Congress announc- 
ed they would not go along with President 
Kennedy on the issue. Senator Robert S. Kerr 
(D., Okla.), co-author of the medical-care-for-the- 
aged program approved by Congress last year, 
said it should be financed by a general tax—‘“not 
a limited tax like Social Security.” 


THE MONTH IN 


WASHINGTON 91 


Similar opposition to the Social Security 
approach was expressed by Senator John J. 
Sparkman (D., Ala.). Chairman Harry F. Byrd 
(D., Va.) of the Senate Finance Committee 
earlier had said he was convinced that providing 
medical care for the aged under Social Security 
would lead to socialized medicine and possibly 
bankrupt the Social Security trust fund. 

Despite the Kennedy Administration’s espousal 
of the Social Security plan, the A.M.A. pledged 
its continued cooperation to the Department of 
Health, Education and Welfare on other health 
programs. 

A group of A.M.A. officials headed by Dr. 
Askey told the new H.E.W. secretary, former 
Gov. Abraham Ribicoff of Connecticut, at a pre- 
inaugural conference that the Association 
“pledges its continued cooperation to H.E.W. to 
work for the best medical care for the nation.” 
The A.M.A. “has always had a deep sense of 
responsibility for the health needs of the people,” 
Dr. Askey said. 

The A.M.A. officials also advised Ribicoff that 
thev would help implement the Kerr-Mills Act 
in any way possible. 


results 


fair to excellent control in 91 of 104 diabetics (88%) 


... achieved with DBI use alone or combined with exogenous insulin. 


of 104 
“problem” 
diabetics 
treated 
with... 


OBI (brand of Phenformin HCI-N1- 
B-phenethylbiguanide 

is available as 25 mg. white, 
scored tablets, 

bottles of 100 and 1000. 


1. Barclay, P, L.: J.A.M.A. 
174:474, Oct. 1, 1960. 


“more useful and certainly more serene lives”... 
in many diabetics ‘‘phenformin (DBI) has been responsible for adjusting 
life situations so that patients whose livelihood was threatened, whose 
peace of mind was disturbed because of lability of their diseases, have been 
restored to more useful and certainly more serene lives.”’ 


“no evidence of toxicity” due to 
a relatively low incidence of gastrointestinal 
reactions __. were found in this series. 


Rely on DBi, alone or with insulin, to enable a maximum number of 
diabetics to enjoy continued convenience and curnfort of oral therapy 
in the satisfactory regulation of... 


stable adult diabetes - sulfonylurea failures 
unstable (brittle) diabetes 


NOTE — before prescribing DB! the physician should be thoroughly familiar 
with general directions for its use, indications, dosage, possible side effects, precautions 
and contraindications, etc. Write for complete detailed literature. 


u. S. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division ¢ 250 East 43rd Street, New York 17, N.Y. 
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Book Review 


French’s Index of Differential Diagnosis. 

Edited by A. H. Douthwaite. 1,111 pages. 
Price, $24.00. Baitimore: The Williams & 
Wilkins Company, exclusive U. S. agents, 
1960. 

This eighth edition, the first to appear since 
1954, is a most thorough and accurate guide to 
differential diagnosis. The contents are arranged 
alphabetically according to the signs and symp- 
toms, and the lists and the number of signs 
and symptoms covered is most complete. Indiv- 
idual articles are well written and thorough. The 
use of British terminology and spelling does not 
lead to any serious confusion. The illustrations 
are well chosen and clear, and several color 
plates are used where necessary to show a lesion 
to best advantage. The index comprises some 
150 pages and, as far as this reviewer could 
determine, is complete, accurate, and easy to use. 
The authorities who have written various sec- 
tions are well informed, and write with the 
usual Rritish clarity and simplicity. 

All in all, this is a most valuable book to 
anyone who is concerned with differential diag- 
nosis, and should find a place in the library of 
almost any practicing physician. 
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Inu Memoriam 


William Bryce Hunt, M.D. 


William Bryce Hunt died suddenly in Duke 
Hospital on May 18, 1960. He was born in David- 
son County on November 23, 1895, and was grad- 
uated from the old Churchland Boarding School. 
He attended Wake Forest College, and was grad- 
uated from the University of Maryland in 1923. 
Shortly afterwards he came to Lexington to be- 
come associated with Dr. J. A. Smith in the 
practice of medicine. This partnership continued 
until Dr. Smith opened the old Davidson Hos- 
pital and moved his office to this building. 

Dr. Hunt had three consuming interests— 
medicine, politics, and real estate—and in each 
field he was a master. That he was a good doctor 
is attested by his patients and his colleagues. In 
politics his judgment was sought in every elec- 
tion, whether local or national. He served his 
city in the capacity of mayor for several terms, 
and at the time of his death, had entered the 
hospital to find whether his state of health would 
warrant a political battle for the State Senate. 
In the field of real estate, he started many of the 
residential extensions of the city and gave the 
land on which the present Municipal Golf Course 


For Prevention and Reversal of 


CARDIAC ARREST 


Birtcher Mobile Cardiac Monitoring 


and Resuscitation Center* 


Cardiac Arrest is an ever present danger during anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Con- 
tinuous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For 
cases where the accident cannot be prevented, instru- 
ments to reverse the arrest and restore circulation 
should always be instantly available. 


Carolina Surgical Supply Company 


“The House of Friendly and Dependable Service” 


706 TUCKER ST. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and 
Heartpacer with all necessary attachments on a Mobile stand 
as shown. 


TEL: TEMPLE 3-8631 
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February, 1961 IN MEMORIAM 


is built. He was a director of one of the local 
Building and Loan Associations. 

Dr. Hunt was outspoken, and never failed to 
formulate or state an opinion on any controver- 
sial issue. His friends all loved him and his foes 
respected him. He will be missed by both alike. 


David Edwin Plummer, M.D. 
1908-1960 

David Edwin Plummer was born on June 30, 
1908, in Randolph County, North Carolina, to 
Kearney Philmore Plummer and Lula Alice Hep- 
ler. He attended public schools in Randolph 
County and Rutherford College in Rutherfordton. 
His pre-medical work was done at Duke Univer- 
sity, and he graduated from the Medical College 
of Virginia in 1936. He had internship and resi- 
dency training in Denver, Colorado. 

Dr. Plummer served in the Army Medical Corps 
for five years, and was discharged with the rank 
of Colonel. Eighteen months of his time was 
served in the China-Burma-India theater of 
operations. 

Fourteen years of Dr. Plummer’s practice of 
medicine was in Thomasville, North Carolina. 
During this time he served a term as county 
coroner and was active in county and city affairs 
of various kinds. He practiced medicine for one 
year in Durham, and for two years in Denton, 
during his earlier years of practice. 

Dr. Plummer died at the Veteran’s Hospital in 
Durham, on May 13, 1960, following an illness 
of approximately three years and a critical illness 
of about three weeks. He is survived by his wife, 
the former Edith Pittman, two sons, David and 
Joseph Edward, and a daughter, Peggy Anne. 

Dr. Plummer will long be remembered in this 
area for his devotion to the art and science of 
medicine and for the selfless way in which he 
gave of his very life and means to those who 


sought his help. 


William Wake Shelton, Jr, M.D. 
November 15, 1927 — October 21, 1960 

William Wake Shelton, Jr. was born November 
15, 1927 in Kinston, North Carolina. He grew up 
in that city, and was graduated from Grainger 
High School in 1945, receiving the Curtis Cup, 
awarded to the outstanding student in the 
graduating class of that school. 

Bill Shelton attended North Carolina State 
College in 1945 and 1946, and in this latter year 
volunteered for military service. He was attached 
to the Alaskan Service Base Engineers from 
which post he was discharged in 1948. 

Following military service, he attended Wake 
Forest College, where he was elected to Phi Beta 
Kappa as well as to social and _ professional 
fraternities. He was graduated Summa Cum 
Laude in 1951, and in 1955, received his M.D. 
Degree from the Bowman Gray School of 
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Medicine. Graduate training in internal medicine 
followed at the North Carolina Baptist Hospital 
until 1959, at which time, he was Chief Resident 
Physician. 

On July 6, 1959, Dr. Shelton began the practice 
of internal medicine in Henderson, North Caro- 
lina, where he was on the staffs of the Maria 
Parham and Jubilee Hospitals. He resigned these 
affiliations in July, 1960, due to illness and return- 
ed to Winston-Salem as physician for Wake For- 
est College and instructor at the Bowman Gray 
School of Medicine. These posts were held until 
illness prevented the performance of necessary 
duties, and on October 21, 1960, he died as a result 
of leukemia at the North Carolina Baptist Hos- 
pital, leaving his wife, the former Helen Hall of 
Oxford, and two children, Julia Horner Shelton 
and William Wake Shelton, III. 

The Vance County Medical Society duly 
recognized the great loss sustained by the 
medical profession and the community in the 
passing of its beloved colleague. 

It is, therefore, resolved that the foregoing 
be added to the minutes of the meetings of the 
Vance County Medical Society and to the pro- 
ceedings of the staff of the Maria Parham Hos- 
pital and that a copy of this resolution be sent 
to Mrs. Helen Shelton. 

Vance County Medical Society and 


Maria Parham Hospital Staff 


Compliments of 


Wachtel’s, Inc. 


* 


Surgical 


Supplies 


* 


15 Victoria Road 
ASHEVILLE, North Carolina 
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Medical Society of the State of North Carolina 


OFFICERS — 1960 

President—A™Mos NEILL JOHNSON, M.D., Garland 

President Elect—CLAupDE B. Squires, M.D., 225 Hawthorne Lane, Charlotte 

Past President—JoHN C. Reece, M.D., Grace Hospital, Morganton 

First Vice-President—TueEoporE Rairorp, M.D., Doctors Building, Asheville 

Second Vice-President—CHAaRLEs T. WILKINSON, M.D., Wake Forest 

Secretary—JOHN S. Ruopes, M.D., 700 West Morgan Street, Raleigh 

Executive Director—Mr. JAMES T. BARNES, 203 Capital Club Building, Raleigh 
The President, Secretary and Executive Director are members 

ex-officio of all committees 

Speaker-House of Delegates—DOoNaALp B. Koonce, M.D., 408 N. 11th St., Wilmington 

Vice-Speaker-House of Delegates—E. W. SCHOENHEIT, M. D., 46 Haywood Street, 

Asheville 


COUNCILORS — 1958-1961 
First District—T. P. Brinn, M.D., 118 W. Market Street, Hertford 

Vice CounciLor—Q. E. Cooke, M.D., Murfreesboro 
Second District—LyNnwoop E. WILLIAMS, M.D., Kinston Clinic, Kinston 

Vice COUNCILOR—ERNEsST W. LARKIN, JR., M.D., 211 N. Market St., Washington 
Third District—Drewery H. Bripcer, M.D., Bladenboro 

Vice CoUNCILOR—WILLIAM A. GREENE, M.D., 104 E. Commerce St., Whiteville 
Fourth District—Epcar T. BEDDINGFIELD, JrR., M.D., P. O. Box 137, Stantonsburg 

Vick CouUNCILOR—DONNIE H. Jones, M.D., Box 67, Princeton 
Fifth District—Ra.puH B. Garrison, M.D., 222 N. Main Street, Hamlet 

Vice CounciLor—Haroip A. Peck, M.D., Moore County Hospital, Pinehurst 
Sixth District—Gerorcr W. PASCHAL, JR., M.D., 1110 Wake Forest Rd., Raleigh 

Vice CounciLor—RIvEs W. Taytor, M.D., P. O. Box 1191, Oxford 
Seventh District—Epwarp S. Bivens, M.D., Stanly County Hospital, Albemarle 
Eighth District—Harry L. JoHNsoN, M.D., P. O. Box 530, Elkin 
Ninth District—THomMas LyNcH MurpHy, M.D., 116 Rutherford St., Salisbury 

Vice CouNcILoR—PAUL MCNEELY Deaton, M.D., 766 Hartness St., Statesville 
Tenth District—WiLLiAM A. SAMs, M.D., Main Street, Marshall 
Vice CounciLor—W. Otis Duck, M.D., Drawer 517, Mars Hill 


DELEGATES TO THE AMERICAN MEDICAL ASSOCIATION 
S. Faison, M.D., 1012 Kings Drive, Charlotte 

C. F. Srrosniper, M.D., 111 E. Chestnut Street, Goldsboro 

Mituarp D. Hitt, M.D., 15 W. Hargett Street, Raleigh 

WILLIAM F. Ho.uister, M.D., (Alternate), Pinehurst Surgical Clinic, Pinehurst 
Wm. McN. Nicuotson, M.D., (Alternate), Duke Hospital, Durham 
Epwarp W. SCHOENHEIT, M.D., (Alternate), 46 Haywood St., Asheville 


SECTION CHAIRMEN 1959-1960 
General Practice of Medicine—JuLius Saver, M.D., 205 East Main Street, Brevard 
Internal Medicine—W ALTER SPAETH, M.D., 116 South Road, Elizabeth City 
Ophthalmology and Otolaryngology—CHARLEs W. TILLETT, JR., M.D., 1511 Scott 
Avenue, Charlotte 
Surgery—JAMeEs E. Davis, M.D., 1200 Broad Street, Durham 
Pediatrics—WILLIAM W. Far ey, M.D., 903 West Peace Street, Raleigh 
Obstetrics & Gynecology—H. FLEMING FuLier, M.D., Kinston Clinic, Kinston 
Public Health and Education—Isa C. Grant, M.D., Box 949, Raleigh 
Neurology & Psychiatry—Myron G. SAnpiFER, M.D., N. C. Memorial Hospital, 
Chapel Hill 
Radiology—IsaporE MEsCHAN, M.D., Bowman Gray School of Medicine, 
Winston-Salem 
Pathology—Rocrer W. Morrison, M.D., 65 Sunset Parkway, Asheville 
Anesthesia—CHARLES E. WHITCHER, M.D., Route 1, Pfafftown 
Orthopedics & Traumatology—CHALMERs R. Carr, M.D., 1822 Brunswick Avenue, 
Charlotte 
Student AMA Chapters—Mr. JoHN Fracin, Duke University School of Medicine, 
Durham 
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does the bowel take kindly to no-bulk diets? 


The bowel, designed to operate best under the stimulus of a bolus of waste, is 
seldom at rest under normal conditions. But the new bulkless liquid diets 
which have taken the country by storm, although they may be a useful 
road to weight loss, may also lead to constipation or bowel irregularities. 


Metamucil adds a soft, bland bulk to the bowel contents to stimulate normal 
peristalsis and also retain water within the stools to keep them soft and 
easy to pass. Thus Metamucil, with an adequate water intake, will avert 
or correct constipation in the dieting patient. Metamucil also promotes 
regularity through “smoothage’”’ in all types of constipation. 


Metamucil 


brand of psyllium hydrophilic mucilloid 


Available as Metamucil powder in 4, 8 and 16 oz. cans, 
or as the new lemon-flavored Instant Mix Metamucil in 
cartons of 16 or 30 measured-dose packets. 
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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the _ pain and spasm fast, effectively ... help 
properties of an effective muscle relaxant give your patient the two things he wants ! 
and an independent analgesic ina single most: relief from pain and rapid return to : 
drug. Unlike most other muscle relaxants, _ full activity. ; 


which can only relax muscle tension, Soma Soma is notably safe. Side effects are rare. 
attacks both phases of the pain-spasm cycle Drowsiness may occur, but usually only with 
at the same time. higher dosages. Soma is available in 350 mg. 


Thus with Soma, you can break up both _ tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


SOMA 


(carisoprodol, Wallace) 
Ww) Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 


XXXII 


NORTH CAROLINA MEDICAL JOURNAL February, 1961 


Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 


are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 


for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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BRONCHI AND NIGHT 


New Isuprel Compound Elixir; witha pleasant vanilla flavor, keeps 
the bronchi dilated in patients with asthma and chronic bronchitis. 
isuprel Compound Elixir permits easy breathing, prevents Broncho- 
spasm, promotes expectoration and reduces wheezing OF disturb- 
ing allergic or bronchitic cough. 

Isuprel Compound Elixir is a balanced expectorant bronchodilator. 
It provides three bronchodilators, Isuprel, ephedrine and. theophyl- 
line, with the expectorant potassium fodide in one palatable mixture. 
It also contains Luminal® to negate any possible side effects trom 
the adrenergic medication and. to provide a mild ‘Sedative-etect 
lsuprel Compound Elixir make$,patients more serene by preventing 
or alleviating symptoms and prolonging relief, @ay Or night. 
isuprel Compound Elixir sespecially suitable forenidren, Sut 
its pleasant taste will be. welcomed by patients oF any age. 


Each tablespoon (15 cc.) 

contains: 

isuprel (brand of 
isoproterenol) HCI 

Ephedrine sulfate .... 


Theophylline .....-.. 43.ma- 
Potassium iodide... 


Luminai (brand 


ot phenobarbital)... 


Alcohol. ..... ly 
Dosage: 


Children-—-from 1 to 3 teaspoons 
{5 46 15, cc.) three times daly. 
@s requiréd..Adults~ 1 of 
tablespoors (15 to 30 cc.) three 
of faur times daily as required. 


LASORATORIES 
Mew York 
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Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dual protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — 

minutes — a decisive measure in conception control. 


In Lanesta Gel 7-chloro-4-indanol, a new, effective, 


nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 


Gel 


Supplied: Lanesta Exquiset® . 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio, 


. with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


A product 
of Lanteen® 
research. 


Distributed by GEORGE A. BREON & Co., New York 18, N.Y. Mallu 
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Each of the babies pictured on this page 
was borne by a mother with a documented 
previous history of true habitual abor- 
tion, who was treated with DELALUTIN 
during the pregnancy leading to this birth 


LIVING PROOF OF FETAL SALVAGE WITH 


SQUIBB HYDROXYPROGESTERONE CAPROATE Improved Progestational Therapy 


Garden City, N. Y. 


Denver, Colo. 


Lincolnwood, Il. 


Denver, Colo. 


Skokie, Ill. 


Roselle, Ill. Seaford, N. Y. Hartford, Conn. East Williston, N. Y, Norwich, Vt. 


DELALUTIN Offers these advantages over other progestational agents 


¢ long-acting sustained therapy « more effective in producing and maintaining a 
completely matured secretory endometrium * no androgenic effect * more concen- 
trated solution requiring injection of less vehicle * unusually well-tolerated, even in 
large doses * tewer injections required + low viscosity makes administration easy 


Complete information on administration and dosage is supplied in the package insert 
Supply: 
Vials of 2 and 10 cc., each containing 125 mg. of hydroxyprogesterone caproate in benzyl benzoate and sesame oil. 


Also available: DELALUTIN 2X in 5 cc. multiple-dose vials. Each cc. contains 250 mg. hydroxyprogesterone caproate 
in castor oil, preserved with benzyl alcohol. 


Squibb Quality — The Priceless Ingredient 


is SQUIBB TRADEMARK 
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Orally-administered triple antihistamines plus two effec- 
tive decongestant agents—to prevent histamine-induced 
dilatation and exudation of the nasal and paranasal 
capillaries and to help contract already engorged capil- 
laries, providing welcome relief from rhinorrhea, stuffy 
noses, sneezing and sinusitis. 


conwenient 
dosage forms 


TRISTACOMP TABLETS 


Each sustained release tablet: 


Chlorpheniramine Maleate 2.5 mg. 
Phenyltoloxamine Citrate 12,5 mg. 
Pyrilamine Maleate 25.0 mg. 
Phenylephrine Hydrochloride 10.0 mg. 
Phenylpropanolamine Hydrochloride 30.0 mg. ee. 
Dosage: One tablet morning and night 


TRISTACOMP. LIQUID 

Each § cc feaspoontul provides one-fourth the above 

formula. 

Dosage: Adults, two teaspoonfuls three to four times 
daily. Children, one-half to two teaspoonfuls, 


according to age. 
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in infectious 

in 

in hepatic 

in malabsorption syndrome 
in degenerative 
in cardiac disease 

in dermatitis" 

in peptic 

in neuroses & psychiatric disorders**** 
in diabetes mellitus?" 

in 

in ulcerative colitis*+ 

in 

in pancreatitis 

in female climacteric 


Patients with chronic disease deserve 


my —_ the nutritional support provided by 


Thera 


*THERAGRAN’® 1S SQUIB TRADEMARK 


Squibb Vitamin-Minerals for Therapy 


11 vitamins, 8 minerals 


Clinically-formulated and potency 


protected to provide 


enough nutritional support 


to do some good 


with vitamins only 
Theragran 


also available: 
Theragran Liquid 
Theragran Junior 


Theragran products do not contain folic acid. 


1-41 alist of the above references will be supplied on request. 


Squibb Quality—the Priceless Ingredient 
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or you... 


and for your patients 


Posture isa pws 


YOU CAN GET FROM SLEEPING... 


THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 
system and limbs. 
Exclusive “‘live-ac- 
tion” coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good 
health ... and good 
posture. 


A Sagging Look, Feel 
Mattress Can Better On A 
Cause This! Posturepedic 


PROFESSIONAL 
DISCOUNT 


OF $ 3 9 00 
two twin safe 


Please check preference 


So that you as a physician can 
judge the distinctive features of the 
Sealy Posturepedic mattress for 
yourself before you recommend it 
to your patients, Sealy offers a spe- 
cial Doctor’s Discount on this mat- 
tress and foundation, when pur- 


chased for your personal use. 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, Illinois 


Posturepedic Mattress 


Posturepedic Foundation each $79.50 
) 1 Twin size ( 


1 Full size ( 


RETAIL PROFESSIONAL 
each $79.50 add state| $60.00 
$60.00 


Enclosed is my check and letterhead. 
Please send my Sealy Posturepedic Set(s) to: 


NAME 


) 2 Twin size ( ) 


ADDRESS 


ZONE 


STATE 


SITY 


2932 S. Atlanta Road, Smyrna, Georgia 


For the Treatment of Psychiatric Illnesses 
and Problems of Addiction 


Approved by Central Inspection Board of 
American Psychiatric Association and the 


Phone HEmlock 5-4486 


BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 


Modern Facilities 


Joint Committee on Accreditation 


Jas. N. Brawner, Jr., M.D. 


Medical Director 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 


All Your 


COME 


PHYSICIANS CASUALTY & HEALTH 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


Eligible Dependents. 


PHYSICIANS 
‘SURGEONS 
DENTISTS 


ASSOCIATIONS 


OMAHA 31, NEBRASKA 


Since 1902 
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of Digitalis purpurea 


“with Campanula (Canterbury Bells) in foreground 


Not a from here are manufactured 


from the powdered leaf ; 
Pil. Digitalis (Davies, Rose) 
“a 0.1 Gram (11% grains) or 1 U.S.P. Digitalis Unit. 


They are physiologically standardized, 
‘with an expiration date on each package. 
~~ Being Digitalis in its completeness, 
this preparation comprises the 
| entire therapeutic value of the drug. 
‘Tt provides the physician with a safe and effective 
.* means of digitalizing the cardiac patient 
anid of maintaining the necessary saturation. 
Security lies in prescribing the 
“oziginal bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co, Led.) ; “Boston 18, Mass. 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


A new, authoritative patient-aid . . . for professional distribution only 


Poly-unsaturated Wesson is unsurpassed by any readily 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Total tocopherols 0.09-012% 


Never hydrogenated—completely salt free 


available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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| USE THIS HANDY ORDER FORM 
The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients, a 


ADDRESS. 
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EFFECTIVE ANTIHISTAMINE-DECONGESTANT ACTION 


COVANAMINE’S combination of two antihistamines and two 
decongestants — shrinks swollen turbinates—opens blocked 
ostia— promotes drainage —reestablishes patency—in the 
treatment of common colds, rhinitis, sinusitis, nasal allergies 
and post nasal drip. 

Constant therapeutic levels are maintained by COVANAMINE’S 
Sustained Action Tablets which meter out the active ingredi- 
ents ... with minimal side effects, less drowsiness. 


Also available as Black Cherry Flavored COVANAMINE 
LIQUID; COVANAMINE EXPECTORANT provides the liquid 
formula plus glyceryl guaiacolate. 


Each Sustained Action (continuous release) COVANAMINE tablet contains: 
phenylephrine HCI 15 mg., phenylpropanolamine HCI 25 mg., Chlorpheniramine 
maleate 4 mg., and pyrilamine maleate 25 mg. 

COVANAMINE LIQUID provides % the tablet formula in each 5 ml. teaspoon. 
COVANAMINE EXPECTORANT provides the liquid formula plus glyceryl guaiaco- 
late 100 mg. per teaspoon. 

Dosage: Tablets: Adults—1 tablet (swallowed without chewing) morning, mid-after- 
noon and at bedtime; Children, 6 to 12 years—% tablet. Liquid and Expectorant: 
Adults—2 teaspoonfuls every four hours. Children 6 to 12 years—1 teaspoonful 
every four hours; 1 to 6 years—% teaspoonful every four hours; under 1 year— 
Y% teaspoonful every four hours. 


VANPELT AND BROWN, INC. Richmond, Virginia 
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When 


severe pain accompanies 
skeletal muscle spasm 
ease both‘pain 


with 


A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
preven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 

Each Ropaxisau Tablet contains: 


Ropaxin (methocarbamol Robins) 400mg. _Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No. 2770649 


Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or RoBAXISAL®-PH (ROBAXIN with Phenaphen®) —when anxiety is 
associated with painful skeletal muscle spasm. 
Each RopaxisaL-PH Tablet contains: 
Ropaxin (methocarbamol Robins) 400 mg. Acetylsalicylic acid ........c.sc0000 81 mg. 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (4% gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity... seeking tomorrow's with persistence. 


Rosaxin® with Aspirin 
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balanced 


cardiac edema. congestive 
heart failure - premenstrual 
tension - edema of pregnancy 
toxemia of pregnancy - obesity 


often invaluable in: epilepsy 
Meénieére’s syndrome - glaucoma 


Ample diuresis for the commonly 
seen edematous patient...gentle... 
without excessive distortion of 
electrolyte or normal water patterns 
...without effect on blood pressure. 
Scored tablets of mg. of ond use. 


DIAMOX 


Acetazolamide Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ED 
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neurological patients. 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and 


Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD 


Dr. WEIR M. TUCKER 


Dr. GEORGE S. FULTZ 


Dr. AMELIA G. Woop 
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When it's penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIPEN 


potassium phenethicillin iy 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 


(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 

Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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antibiotic 


not indicated... 
prescribe NEW 


WIN-CODIN Tablets 


LABORATORIES 
New York 18, N. Y. 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and _ lessen 
congestive symptoms. 

Each tablet contains: 

Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 

Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 

Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 

Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 

Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infections? 

New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 


Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from ¥ to 1 tablet three times daily. 

Available in bottles of 100 (Class B narcotic). 

*Trademark +For persons with vitamin C deficiency 


Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 
19818 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW MAY A PATIENT 
BE REASSURED 

THAT REMOVAL 

OF HIS GALLBLADDER 
WILL NOT SERIOUSLY 
IMPAIR HIS DIGESTIVE 
ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 
one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K..: 
M. Clin. North America 43:1133 (July) 1959. 


DECHOLIN 


rocholic uel 


COMPANY, INC 
Elkhort « Indiona 
Toronto Conado 


= 

4 | fz increased bile flow.. 
: 

“cctomy] reduces the amounts available 

se _for lipid absorption after meals, with 

resulting clinical symptoms apparently 

relieved by bile acid ad 
Ue Liver: Structure and Function, New 
“Available: Tablets: (dehydrocholie 
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CONTROL WHEN IT 
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THORAZINE” INJECTION 


brand of chlorpromazine 


‘Thorazine’ can rapidly control the severely 
agitated patient, preventing him from harming 
himself or those around him. Usually, his 
belligerence, hostility and excitement are re- 
placed by rational, docile behavior, and he 
becomes receptive to guidance and counselling. 


‘Thorazine’ is so effective in agitation because 
it provides an intense tranquilizing effect, for 
control of both emotional and physical hyper- 
activity; and a transitory soporific effect, for 
added initial control of physical hyperactivity. 
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